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Congenital Anomalies of 
the Anus and Rectum 


The Technique of Perineal Proctoplasty 


| malformations are 
rare but important congenital anomalies 
that occur during the seventh to eighth 
week of embryonic life, and involve 
various structures emerging through 
the perineal area in the newborn. 

The incidence of these malformations 
is generally believed to occur about one 
in 5000 births. However, Santulli' has 
recently placed it as high as one case 
in every 1500 births. There is no par- 
ticular difference in sex distribution, 
nor do the anomalies show any genetic 
tendencies. 

The term “imperforate anus” has 
been erroneously applied to this com- 
plex group of interrelated abnormalities, 
which are not yet satisfactorily classi- 
fied, since Bodenhammer’s* first attempt 
to group them in 1860. Today, the clas- 
sification of Ladd and Gross* into four 
types is widely accepted; although, it is 
based on a false interpretation of the 
embryology and morphology.*° 

The term imperforate anus and its 
four types may often give an incorrect 
idea of the actual anatomical condition. 
For example, the anomaly described as 
Type 1, consists of a narrowing of the 
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anus and rectum, and it is obviously 
not an imperforate anus. Neither is 
Type 4. 

Stephens,”* in 1953, and Dennis 
Browne,® in 1955, introduced the con- 
cept of two major groups of deformities, 
those with rectal agenesis and those 
without. In the former, the bowel ended 
above the levator ani, whereas in the 
latter it passed through. The Stephens- 
Browne classification depends upon the 
anatomical level of obstruction and is 
based upon the embryological studies 
of Wood-Jones'! and A. Keith.’* Re- 
cently, it is supported by the work of 
Scott and Swenson,’® Louw® and Bill 
and Johnson.?* 

To facilitate better understanding 
from the clinical point of view, we sug- 
the Supralevator 
group, for high level and infralevator 
group for low level “imperforate anus” 
(Figure 1.). In the supralevator group, 
a combined abdominoperineal operation 
is indicated. In the infralevator group 


gest terminology: 
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perineal proctoplasty is always success- 
ful. With this classification in two major 
groups (Table 1), the surgeon has a 
simple index to evaluate the patient with 
anorectal anomalies, and to judge cor- 
rectly when to do a perineal procto- 
plasty and when to avoid it. 

Diagnostic Aids Before discuss- 
ing the technique of perineal procto- 
plasty, it may be wise to review briefly 
the principles of diagnosis on which the 
majority of the successfully treated 
cases of imperforate anus rests. The fol- 
lowing systematized approach using po- 
tentially decisive diagnostic measures is 
essential, 

a. History aNp PuysicaL EXxAMINA- 
TION. The majority of these malforma- 
tions are discovered by the obstetrician, 
or pediatrician, in the routine physical 
examination, since a careful inspection 
of the perineum and genitalia is suffi- 
cient for the diagnosis (Figure 2). 
There is in almost every case, an anal 
dimple, beneath which lies the anal 
sphincter. Gentle stroking of the peri- 
neal skin or a light pin prick will cause 
the sphincter to contract with resultant 
visible puckering of the skin.14:15:1¢ 


We have found and recommend a 
useful sign for the diagnosis of supra- 
levator group (high level) which may 
be helpful. This consists of flattening 
of the gluteoperineal region and marked 
atrophy of both buttocks of the infant. 

The symptoms of true imperforate 
anus are those of complete low intestinal 
obstruction. In the presence of fistulous 
communication in the male, the minute 
opening is often plugged with mecon- 
ium, so that for practical purposes the 
obstruction is complete. Due to the low 
type of obstruction, the onset of bile- 
stained vomitus comes twenty-four to 
forty-eight hours later. Abdominal dis- 
tention is present, usually after forty- 
eight hours. In males, meconium may 
appear at the urethral meatus as a con- 
tinuous dribble, indicating the presence 
of rectourinary communication. Some- 
times meconium flecks on the diaper, 
or pneumaturia, are sufficient diagnostic 
signs. If meconium escapes only at 
micturation, the sign of green urine in- 
dicates a rectovesical communication. 
{n the male, grossly clear urine should 
be centrifuged and the sediment ex- 
amined microscopically. In the case of 





TABLE | 


A. SUPRALEVATOR (HIGH LEVEL) 
RECTAL DEFORMITIES 

1. Anorectal agenesis with 
a. Rectovesical fistula 
b. Rectourethral fistula 
c. High rectovaginal fistula 
d. Afistulous (without fistula) 

2. Rectal atresia 


CLASSIFICATION OF ANORECTAL MALFORMATIONS 


B. INFRALEVATOR (LOW LEVEL) 
ANAL DEFORMITIES 
1. Imperforate anus 
2. Imperforate anal membrane 
3. Stenosed anus 
4. Ectopic anus 
a. Perineal 
b. Vulval 
c. Vaginal 
d. Urethral 
5. Subrapheus (covered) anus 
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Figure 2. Photograph of perineum 
of infant with imperforate anus. 


rectal atresia, digital examination is 
valuable. In the rare case of membran- 
ous imperforate anus, a bulging bluish 
membrane can be seen when the infant 
cries. Also in stenosed anus, ribbon-like 
stools may be present. 

In the female, the rectovaginal and 
rectoperineal communications act as a 
decompressive mechanism, since stools 
may pass from the opening (Figure 3) 
and, therefore, an imperforate anus 
does not necessarily present the emer- 
gency situation of acute intestinal ob- 
struction as in the male. These fistulous 
communications have often been mis- 
taken for a normal anus. However, some 
months later, the infant becomes con- 
stipated, cries and strains during the 
act of defecation. 

After the inspection of the perineum, 
physical examination must be complete. 
The knowledge that “imperforate anus” 
is associated with other 
anomalies (as high as forty percent) 
should be kept in mind. Moore" re- 
ports an incidence of seventy-two per 
cent. The commonest ones encountered 
are congenital heart disease, esophageal 
atresia, tracheoesophageal fistula, ure- 
teropelvic stricture, extrophy of the 


congenital 


bladder, hypospadias and agenesis of 
the sacrum. Because these anomalies 
are responsible for the high mortality 
of infants with “imperforate anus” their 
presence should be especially sought, or 
some of them such as tracheoesophageal 
fistula, may be treated first. 

b. ROENTGENOLOGIC EXAMINATION. 
This examination is an important diag- 
nostic procedure. Simple flat and up- 
right films of the abdomen usually dis- 
close dilation of the colon and small 
intestine, often with air-fluid levels. In 
addition, x-rays of the chest may give in- 
formation regarding other anomalies.'® 
When the infant is examined in the in- 
verted position as recommended by 
Wangensteen and Rice,’® gas rises to 
the most distal segment of the colon 
permitting visualization of the rectal 
pouch. By placing a_ radio-opaque 
marker on the perineum at the anal 
plate, the distance between the outlined 
rectal pouch and the anal marker can 
be determined readily. In the high level, 
this distance is more than 1.5 cm. Not 
infrequently faulty readings may be 
obtained due to unstable skin markings. 
The suggestion by Stephens,’ of a 


pubococcygeal line based on _ fixed 


Figure 3. Vaginal ectopic anus in an infant. 
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Figure 4. Anteroposterior and lateral roentgenograms taken with the 
the infant in the inverted position. A radio-opaque marker shows where 
the anus should be. The contrasting gas demonstrates the blind 
rectal pouch. Note that the gas extends beyond the ischiococcygeal line. 


points on the skeleton, is valuable. The 
line which can be drawn from the pubis 
to the site of the coccyx is placed ana- 
tomically on the level of the levator ani. 
In supralevator rectal anomalies, (high 
level) the bowel terminates on or above 
this line, while in 
anomalies (low level) it stops well be- 
low the line (Figure 4). We preferred 
the term ischio-coccygeal line (i-c line) 
as it passes through the lower ossified 
segment of the ischium. 
Roentgenologic examination in the 
inverted position is a 
method especially in the lateral projec- 
tions, since air is the most valuable 
contrast medium in the newborn period. 
The method may be of insignificant 
value, if carried out within twelve hours 


infralevator anal 


satisfactory 
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of birth, because the swallowed air needs 
twenty-four hours to reach the rectum. 
Abdominal massage, flexion of the 
thighs on the abdomen, and inverted 
position of the infant for five to ten 
minutes may be of help. 

Further study of the roentgenograms 
may show the presence of air in the 
urinary bladder as in rectovesical com- 
munication. If agenesis of the sacrum 
is present, the associated incomplete for- 
mation of the levator ani* give a life- 
long prognosis of urinary and faecal in- 
continence. Additional x-ray studies, 
such as cystogram and _ intravenous 
pyelogram, are a routine procedure in 
most centers. In our opinion the latter 
is important in every infant with im- 
perforate anus. 


367 








Treatment The treatment of ano- 
rectal anomalies is directed toward re- 
lief of the obstruction and to restoring 
continence and proper rectal function, 
in order to make possible for these child- 
ren a happy life. There are three meth- 
ods of treatment for anorectal malfor- 
mations. 1. Dilations, 2. Abdominoperi- 
neal operation (Delageniere — Rhodes 
technique) and 3. Perineal proctoplasty. 
The latter is performed in approxi- 
mately eighty percent of all cases, espe- 
cially in the female. 

a. DILATATIONs are performed using 
Hagar metallic dilators, or best — the 
little finger of the mother. This method 
gives satisfactory results in the stenosed 
anus and in membranous imperforate 
anus, after excision of the membrane. 
In the infralevator group with recto- 
vaginal communication, it is useful for 
a period of four to six months before 
perineal proctoplasty is performed. In 
addition, dilation is necessary in all 
postoperative cases from two weeks fol- 
lowing the operation for a prolonged 
period. 

b. ABDOMINOPERINEAL OPERATION”’ is 
indicated in all supralevator group 
cases (high level) with or without com- 
munications, In atresia of the rectum 
Swenson’s pull-through procedure is 
advisable. 

c. PERINEAL PROCTOPLASTY, a com- 
mon procedure, is recommended in all 
infralevator group cases (low level), 
with or without fistulous communica- 
tion. 

Occasionally, colostomy, as a simple 
lifesaving procedure, is required before 
one of the major operations is per- 
formed. It is indicated in those cases 
where associated multiple abnormalities 
make the more extensive operation 
hazardous, or in prematures with birth 


weight less than 2.5 Kg. (51 lbs.). 
Mayo”! prefers colostomy with second- 
ary combined operation at a later date. 
Recently, most pediatric surgeons deal- 
ing with high level anomalies try to 
avoid colostomy whenever possible, be- 
cause in the presence of rectourinary 
fistulas, (95% in the males), persistent 
urinary infection is a dangerous com- 
plication. If colostomy is required, it 
must be placed in the transverse colon 
to leave enough distal colon for use at 
the definitive operation.® 
Perineal Proctoplasty 

a. PREOPERATIVE PREPARATION. The 
majority of anorectal anomalies do not 
constitute immediate emergencies, and 
one would not choose to operate earlier 
than twenty-four hours after birth. This 
lapse of time is intentional in order to 
prepare the patient safely and to con- 
firm the diagnosis. In the first twelve 
hours, the newborn is allowed to swal- 
low gas which, after a period of twenty- 
four hours, will outline the blind rectal 
pouch on roentgenologic examination. 
After this period of time, a transnasal 
gastric suction is of benefit to empty 
the stomach, preventing over distention 
and subsequent cardiorespiratory com- 
plications. During the first day of life, 
the infant’s fluid requirements are mini- 
mal, and only urinalysis and determina- 
tion of hemoglobin is necessary prior 
to the operation. Preparation of the 
bowel is not indicated, as meconium is 
sterile during the first twenty-four hours 
of life. Vitamin K, 5 mgms. and Vita- 
min C, 100 mgms. are given parenter- 
ally in all cases and blood is typed and 
cross-matched. 

A well-designed and adequately func- 
tioning venous cutdown for administra- 
tion of fluids at the time of operation 


should be established. 
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Figure 5. Perineal proctoplasty in the male. |. Position of patient on table, 
2-3. The rectal pouch is dissected free. 4-5, The rectum is brought down without 
tension and the levator ani are sutured to the wall. 6-8. The rectum is opened, 
and sutured to the skin with interrupted silk sutures. Note that no forceps are 
used on the skin. 9. Final appearance of the anal region. 
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b. OPERATIVE TECHNIQUE. The Am- 
ussat?? technique, modified by many 
workers over the last 135 years, con- 
sists of the following steps: Before the 
infant is anesthetized, demonstration 
and marking of the position of the 
sphincter is necessary. Then the infant 
is placed on Gorman-Rupp Hypo-Hyper- 
thermia unit mattress, for regulation of 
the body temperature during the opera- 
tion and the tip of a telethermometer is 
inserted in the esophagus, for constant 
temperature recording. 

The infant is then placed in the 
lithotomy position with the legs sus- 
pended from an ether screen and the 
buttocks over the end of the table 
(Figure 5). The genitalia, perineum 
and thighs are prepped with pHisoHex 
and aqueous benzalkonium chloride 
1:1000 solution and properly draped. 
A No. 8 French catheter is always deli- 
cately and patiently inserted in the 
urinary bladder and secured so that 
it cannot accidentally be removed during 
the procedure. Presence of a catheter 
is one of the most essential features of 
the operation. Suitable pediatric instru- 
ments are required for this procedure. 

A 3-cm. incision is made in the mid- 
line of the perineum at the normal posi- 
tion for the anus and extending to the 
coccyx. The skin edges are gently re- 
tracted with the aid of double skin 
hooks, care being taken to avoid 
handling the skin edges with forceps 
or other crushing instruments. The dis- 
section is carried strictly in the midline 
to prevent damage of the delicate 
muscle fibers of the anal sphincter, 
which are cut through at 12 and 6 
o'clock. The opening is extended poster- 
iorly below the cut sphincter muscle to 
permit further upward dissection of the 
perineum. The blind posterior dissec- 


tion helps to identify easily the rectal 
pouch and it is generally performed 
without difficulty. Sharp dissection in 
this presacral plane must be minimal 
to avoid damage to the autonomic 
nervous system. At this point, the dis- 
section from the sacrum is carried for- 
wards in the midline. In this manner, 
the rectal pouch is approached and 
identified by the bluish transparency of 
its wall. This bulging mass, although 
variable, is always large enough to make 
the dissection relatively easy. Traction 
on the most distal portion of the rectal 
pouch is then applied by means of sev- 
eral 4-0 black silk sutures, placed 
through the apex of the pouch. The re- 
lationships are shown diagramatically 
in Figure 5. 

Once the blind loop of bowel is ade- 
quately identified and steadily retracted 
downwards, careful sharp dissection is 
continued in front of the rectum and 
upwards using small curved plastic 
scissors. Here patience must be exer- 
cised because in the case of rectoper- 
ineal communication, the fistula and the 
urethra lie against each other, the line 
of cleavage between the two being only 
one or two milimeters in thickness. By 
gently feeling the rubber catheter, one 
is able to safely identify the urethra 
during the dissection. Bleeding during 
this step should be controlled only with 
gentle pressure, so that sutures are 
avoided near the urethra. The dissec- 
tion is continued and extended through 
the levator ani muscle upward, then 
these muscles are detached from the 
rectal pouch. If a rectourinary fistula 
is found, it is tied with 3-0 chromic cat- 
gut. In this region, the operator must 
be very meticulous, since extensive 
trauma may disturb the function of the 


bladder by scar fixation of the bladder 
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Figure 6. Perineal Proctoplasty in the female. |. Two incisions are used to 
preserve the perineal body. 2-3. After the fistula has been dissected free the 
rectum is pulled down into the second incision. 4. The levator ani are sutured to 
the rectal wall. 5. The bowel is opened and sutured to the skin with interrupted 
silk sutures. 6. Final appearance of perineum. 


neck. However, it is of the utmost im- 
portance to free the rectum gently but 
adequately from the surrounding struc- 
tures so that it may be placed in its 
normal position without tension at the 
suture line.)*1% 1415 If the bowel is 
brought down under tension, it will 
retract later into the pelvic area result- 
ing in a cicatricial contracture and 
stricture. 

After the rectal pouch has been de- 
tached, and provided the blood supply 
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of the bowel is adequate, then the rectal 
wall is sutured with 4-0 chromic catgut 
stitches through the levator muscles 
(Figure 5). Next, one or two 5-0 
chromic catgut sutures are applied to 
the subcutaneous tissue anterior to the 
rectum, followed by repair of the rudi- 
mentary sphincter using the same ma- 
terial. The bowel is then opened and 
the meconium evacuated by means of 
suction, The apex of the pouch is saved 
for histological examination to identify 
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the presence of ganglion cells. Associ- 
ated Hirschsprung’s disease in these 
cases is rare and is more likely to occur 
in supralevator anomalies (high level). 
Interrupted 4-0 black silk sutures at 
about 3 mm. intervals are now used, 
to approximate the full thickness of the 
open bowel with the skin. It is important 
to approximate the mucosa to skin care- 
fully to prevent future stricture. The 
interrupted sutures are tied loosely so 
that with postoperative edema they will 
not cut out. 
that these sutures are tied over a hemo- 


Swenson'* recommends 
stat, and the ends are cut long to facili- 
tate removal after ten days. The new 
anal opening must be large enough to 
allow for postoperative shrinkage with- 
out permitting prolapse of the mucosa. 
The surgeon must be able to insert 
easily his index finger into the anus 
at the end of the operation. 

In females rectovaginal communica- 
tions are common. The perineal procto- 
plasty is performed at four to six 
months of age after preparation of the 
bowel with neomycin. Here the princi- 
ples and steps of the above described 
procedure are applied with a few modi- 
fications. In the female, a separate 
transverse curved incision is made be- 
low the fourchette of the vagina (Figure 
6) for the purpose of preserving the 
perineal body. The vaginal fistulous 
opening is separated from the surround- 
ing tissue and closed. The rectum is 
carefully mobilized from all sides, 
especially anteriorly from the posterior 
vaginal wall and from the levator 
muscles laterally. Care must be exer- 
cised not to cut the levator ani which 
act as a sphincter.'° Now the bowel is 
drawn out behind the transverse perin- 
eal body through the external sphincter 
(Figure 6). The anastomosis is com- 


pleted as described above. Some opera- 
tors remove the urethral catheter after 
operation; however, it is safer to leave 
it for three or four days. Blood loss is 
carefully measured and replaced. 

Postoperative Care The postop- 
erative care is as important as the oper- 
ation itself. The infant occasionally is 
kept in an isolette and may be fed by 
mouth after twenty-four hours. The pa- 
tient must stay in the prone position 
with elevation of the buttocks and separ- 
ation of the legs. Antibiotics may be 
civen for a few days. Proper daily at- 
tention of the suture line is the most 
important part of the postoperative 
care. The wound is exposed to the air 
for better healing and the suture line 
is cleaned with aqueous benzalkonium 
chloride 1:1000 solution every four 
hours. The stools are kept soft with the 
addition of 10 to 20 mgms. of dioctyl 
sodium sulfosuccinate (Colace®) to the 
bottled formula each day for a period 
of one week. 

Dilatations started after two 
weeks. The mother is instructed to dilate 
the infant’s rectum every other day with 
a fingercot inserted beyond the first 
interphalangeal joint. The dilatations 
are performed at least for twelve months 
faithfully by the mother. Careful dietary 
control will keep most children clean 
and free from the most prominent prob- 
lem, that of fecal impaction. 

Scott and Swenson’? found that 
children with infralevator anomalies 
have normal control of bowel evacua- 
tion in ninety percent of the cases. How- 
ever in the supralevator group conti- 
nence was achieved in only 32%. The 
functional success of perineal procto- 
plasty in low level lesions over the ab- 
dominoperineal in high level, is mainly 
due to the poor innervation and the 


are 
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poor development of the levator ani in 
the latter group. 

In later years, females with perineal 
proctoplasty are able to have vaginal 
deliveries, and the old statement that 
Caesarean section is indicated for 


all future pregnancies has no support. 
In males with infralevator anomalies, 
the power of ejaculation remains es- 
sentially normal. However in the supra- 
levator group the prognosis is poor in 
males. 


Summary 


1. The considerations in diagnosis 
and therapy of anorectal malforma- 
tions have been reviewed. 

2. The malformations have been 
classified into two major groups, the 
supralevator and infralevator, with 
indications for abdominoperineal 
operation in the former and perineal 
proctoplasty in the latter. 


3. A new clinical sign facilitating 
early diagnosis of high level (supra- 
levator) “imperforate anus” has been 
described. 

4. The importance of the ischio- 
coccygeal line (i-c line) for prompt 
diagnosis is emphasized. 

5. The technique of perineal proc- 
toplasty has been described in detail. 
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Treatment of Perianal Dermatitis 


.. » With Special Reference to 
the Use of Water-Dispersible Bath Oils 


WILLIAM LIEBERMAN, M.D., F.A.C.G., F.LA.P., 


a dermatitis may be a 
concomitant of interna] anorectal condi- 
tions including proctitis, hemorrhoids, 
healing wounds, or fistula, or it may be 
due to such purely external causes as 
irritation, fungus infections, fecal soil- 
ing or excessive washing (Table 1). 
Regardless of the cause, in most cases 
the presenting complaint is an “irritated 
feeling” rather than actual pain. Usually 
there is burning and, sooner or later, 
itching aggravated by scratching and 
rubbing. 

Objectively, the skin reveals inflam- 
matory changes, reddening, warmth, 
sometimes thickening, abnormal dry- 
ness, or moisture, superficial fissures, or 
excoriations. 

When permitted to progress, the der- 
matitis may spread over the buttocks, 
or to the groins and inner surfaces of 
the thighs. 

Practical of perianal 
dermatitis consists of accurate diagnosis 
and medical or surgical treatment of the 
causative lesions, improvement in the 
patient’s general hygiene, and appro- 


management 


Brooklyn, New York 


priate local treatment to relieve and 
prevent irritation and to maintain or 
restore the normal lipid-aqueous_bal- 
ance of the skin. 

Diagnostic Procedures In the his- 
tory, attention should be paid not only 
to the principal causes listed in Table 1, 
but also to the possible presence of gen- 
eral diseases—allergy, gout, rheuma- 
tism, jaundice or kidney disease—with 
follow-up along these lines if indicated. 
Svmptoms of 
should be elicited: bleeding, protrusion, 


anorectal conditions 
constipation, diarrhea, pain, etc. 

The physical examination includes 
perianal inspection, noting rugae, skin 
thickening, tabs, dryness, moisture, de- 
gree of inflammation, growth, parasites, 
discharge. Digital, anoscopic, procto- 
scopic and sigmoidoscopic examinations 
are performed noting the presence of 
any of the conditions listed in Group B 
of Table 1. 

Appropriate laboratory work may in- 
clude urinalysis, blood sugar, search for 
ova and parasites, skin scrapings for 
microscopic examination for the spores, 
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TABLE 1 


A. EXTERNAL CAUSES 
1. Excessive washing 
. Fecal soiling 
. Tight underwear 
. Excessive walking, or driving 
. Fungus infections 
. Dermatitis medicamentosa 


Nun k WwW NWN 


and allergy 
7. Self-inflicted (scratching, etc.) 
B. INTERNAL CAUSES (ANORECTAL) 
1. Proctitis 
a. Infectious 


ETIOLOGY OF PERIANAL DERMATITIS 


b. Dietary—spices, 
alcoholic beverages, allergy 
c. Antibiotic 
(monilial overgrowth) 
2. Hemorrhoids 
(especially prolapsing) 
. Postoperative incisions 
. Cryptitis, papillitis 
. Fistula 
. Fissure 
. Parasites 
. Neoplasm 


on NAM FR WwW 





hyphal and mycelian elements of fungus 
infections. 

Treatment of Causative Lesions 
The appropriate medical or surgical 
treatment for the pathology present need 
not be discussed here other than to 
mention briefly that proctitis is treated 
by diet, instillations, or non-absorbable 
sulfa drugs; skin tabs are excised after 
the dermatitis has subsided; hemor- 
rhoids are excised or injected with 
sclerosing solution; and helminths de- 
stroyed by antihelminthics. 

General Hygienic Measures 
Constipation may require correction of 
diet, fluid intake and bowel habits. 
Condiments and alcoholic beverages 
should be prohibited. The patient’s em- 
ployment may be a contributing factor 
(long hours of walking, driving or con- 
ditions of heat and perspiration), but 
usually little can be done about this 
except to try to counteract some of the 
effects. 

Such obvious irritants as tight under- 
wear, rough toilet paper, excessive 
washing of the anal area with soap and 
washcloths should be eliminated. The 
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perianal area should be cleaned with 
soft, dry toilet paper of facial tissue 
quality—preferably uncolored. If cleans- 
ing is incomplete due to the presence 
of skin tabs or rugae, dry absorbent 
cotton may be used to complete the 
procedure. 

Local Skin Treatment Aside from 
specific medicaments as required, i.e., 
fungicides, antihelminthics, bland oint- 
ments, or lotions, local therapy for 
perianal dermatitis should be directed 
toward keeping the skin clean, protect- 
ing it against irritation, and to preserv- 
ing or reestablishing its normal water- 
lipid balance. 

With these goals in mind, I disagree 
with the recommendation that patients 
wash the anal area with soap and water 
after each bowel movement. Although 
cleanliness is vital, the friction of wash- 
ing frequently increases irritation, and 
may also increase the possibility of in- 
troducing infection through minute 
abrasions, Equally important, there is 
a great likelihood that soap and water 
will disturb the aqueous-lipid balance 
of the skin and cause, or increase dry- 
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TABLE 2 RESPONSE* TO ADJUNCTIVE WATER-DISPERSIBLE OIL 


NUMBER’ BETTER SAME 
CAUSE OF PERIANAL OF THAN AS 
DERMATITIS CASES CONTROL CONTROL 


EXTERNAL CAUSES 
External irritation 


(washing, walking, 

fecal soiling) 6 5 1 
Senile keratosis .. 2 2 0 
Idiopathic pruritus 1 1 0 
Epidermophytosis 4 2 2 
INTERNAL CAUSES 

Proctitis 

(infectious, 

dietary, antibiotic) 15 7 8 





* Response refers to the dermatitis, not to 


NUMBER’ BETTER SAME 
CAUSE OF PERIANAL OF THAN AS 
DERMATITIS CASES CONTROL CONTROL 
Hemorrhoids 11 8 3 
RE ones on 1 3 
Parasites: .........; 1 1 0 
Postoperative 
Hemorrhoidec- 
| eae 6 4 Z 
Fistulectomy or 
Incision for 
abscess ...... 4 4 0 
TOTAL om 35 19 


the primary pathologic condition. Response to 


therapy with adjunctive bath oil is compared with response to therapy without oil. 





ness, pruritus, and local eczematized 
lesions. 

Even omitting soap, starch or oatmeal 
baths for pruritus are too drying for 
skin already low in oil content. How- 
ever, although excess bathing has un- 
desirable effects, when properly em- 
ployed baths are a valuable adjunct to 
therapy in many conditions accompanied 
by dermatitis. Sitz baths, for instance, 
are helpful in fissure, infection, drain- 
ing fistula or following injection therapy 
of hemorrhoids. 

Bath Oils In order to maintain, or 
restore, the health of the skin, the 
proper lipid-aqueous content of the 
strata lucidum and corneum must be 
preserved. For this reason, it often is 
desirable to add an oil preparation to 
the bath. Blank’ and others” have shown 
that the lipid-aqueous content of the 
skin depends on the skin’s ability to 
conserve its own moisture. Bath oil de- 
posited on the skin surface, or in the 
superficial layers of the stratum cor- 


376 


neum, can decrease the loss and aug- 
ment the supply of natural oils. 

Spoor* has shown by osmic acid stain 
tests that natural emollient oil is in- 
creased by use of a bath oil having 
great dispersibility in water and form- 
ing a very fine film on the skin. In a 
clinical study, Weissberg* found that of 
118 patients “with dry skin, either pri- 
mary or secondary to dermatosis . 
over 90% were benefited . . . ” by such 
adjunctive therapy. 

Evaluation of Adjunctive Bath- 
Oil Therapy Recently, I evaluated a 
water-dispersible bath oil* in 54 pa- 
tients to determine whether it would be 
helpful in preserving or restoring the 
normal skin in difficult cases of perianal 
dermatitis with pruritus due to external 
and internal anorectal causes (Table 2). 
Included in the investigation were pa- 
tients with hemorrhoids, proctitis, and 
fistula, and postoperative patients (hem- 





*Sardo,® Sardeau, Inc., New York, N. Y. 
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orrhoidectomy, fistulectomy, incision of 
abscess) for whom frequent sitz baths 
were prescribed or who were irritated 
by surgical dressings. 

The bath oil was used as an adjunct 
to other therapy. Each patient served as 
his own control; that is, his response 
to this regimen was compared with his 
response to therapy without adjunctive 
oil baths. 

Approximately two-thirds of the pa- 
tients (35 of the 54 treated) showed 
significantly greater improvement when 
the oil was added to therapy. Anal 
pruritus was relieved more quickly in 
the majority of patients recovering from 
hemorrhoidectomy, fistulectomy, or in- 
cision of abscess (Table 2). Most 
patients with hemorrhoids noted a 
prompter relief of irritation, stinging 
and burning. The perianal skin became 
softer, more pliable and less inflamed in 
most patients. Relief was particularly 
marked when dermatitis was due to 
senile keratosis with dry, thickened skin, 
or was caused by external irritations. 

Nineteen patients showed no differ- 
ence in response when the bath oil was 
used as adjunctive therapy, and no 
patient had a poorer response with the 
oil. There was no delay in healing and 
there were no adverse reactions. The 
oil film is not occlusive to normal 
wound discharges. The basic pathologic 
conditions were neither favorably nor 
unfavorably affected by the oil baths, 
and the benefits to the skin did not last 
long after their discontinuance. 

The difference in improvement rates 
between this study (65%) and other 
studies** (90%) may be accounted for 
by the difference in the type of patient 
treated. In this study, most patients 
suffered from persistent dermatoses due 
to internal causes; in other studies, irri- 
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tation and pruritus were almost always 
due to external causes. It is worth noting 
that of the nine patients in this study 
treated for perianal dermatitis due to 
external irritation, idiopathic pruritus, 
or senile keratosis (the most frequent 
indications in other studies), eight had 
favorable responses. This finding of im- 
provement in eight out of nine patients 
agrees with the nine out of ten found to 
benefit in other studies. 


Summary 


Treatment of perianal dermatitis, 
and relief of its attendant burning, 
itching and general discomfort re- 
quires attention to diagnosis, re- 
moval of the cause if possible, general 
hygienic measures, and local therapy. 

Since the most frequent cause is 
irritation due either to external 
factors or local pathology, therapy 
must be directed toward relieving 
and preventing irritation, and main- 
tenance or restoration of the normal 
lipid-aqueous balance of the skin. 
Baths and washing, while important, 
must be approached cautiously to 
prevent loss of natural body oils. Use 
of a water-dispersible oil in the bath 
has been found to relieve pruritus, 
and to help preserve or restore the 
normal lipid-aqueous balance needed 


to heal dry, or damaged, skin. 
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Another Aid in 
Postoperative 
Rectal Surgery 


MANUEL G. SPIESMAN, M.D. 
LOUIS MALOW, M.D. 
“ Chicago, Illinois 


Bowel movements following 
anorectal surgery have always been of 
great concern to the surgeon as well as 
to the patient. Postoperative patients re- 
frain from straining at stool for fear of 
pain, or disruption of their wound. 
Apprehension over the first movement 
is always expressed whenever patients 
talk with their attending physician and 
with friends who have undergone 
anorectal surgery. 

During their careers in the specialty 
of proctology, the authors have always 
sought new and better surgical tech- 
niques, analgesic medications, enemas, 
mild laxatives, and other adjunctive 
measures that may reduce the pain of 
anorectal surgery. For the past thirty 
years, we have prescribed mineral oil 
orally twice daily. A warm mineral oil 
enema followed in one hour by a sodium 
bicarbonate and salt enema is given 
routinely forty-eight hours after surgery. 


This combination has been a tremen- 
dous improvement over the old whistle 
rectal tube pack and opium to tie up the 
bowels for five to seven days. Out pa- 
tients, with the oil and enema technique 
were considered by the hospital nursing 
staff to have the least amount of post- 
operative pain with the first postopera- 
tive and following bowel movements. 

Mineral oil, however, leads to ex- 
cessive flatus, leakage and soiling. We 
also were cognizant of its interference 
with the absorption of fat soluble vita- 
mins and other physiologic processes 
in the intestinal tract; the delay it 
causes in healing of the postoperative 
wound; the frequent occurrence of pru- 
ritus ani; the possibility of lipoid 
granuloma and the rare possibility of 
a lipoid pneumonia in elderly persons. 

Harsh measures, such as_ irritant 
laxatives and cathartics were avoided 
because of the possibility of extensive 
purging. The surface-active agent, di- 
octyl sodium sulfosuccinate (DDS). was 
only a stool softener and fell far from 
producing the desired postoperative 
bowel movement. 

Bulk laxatives in dry form are not sat- 
isfactory because of the large required 
water intake, the bloating, the fullness, 
and the danger of impaction and pos- 
sible obstruction. 


Sodium Carboxymethylcellulose 


Recently we became acquainted with a 
smooth bulk, hydrophilic lubricoid 
preparation of sodium carboxymethyl- 
cellulose in gel form.* To assure con- 
tinued hydration of the gel throughout 
the intestinal tract, magnesium hydrox- 
ide was added in less than laxative dos- 


* Turicum, a product of Whittier Laboratories, 
Division Nutrition Research Laboratories, Inc., 
Evanston, Illinois. 
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age. By maintaining an osmotic equilib- 
rium, the magnesium ion attracts and 
retains adequate water to keep the 
sodium carboxymethylcellulose in the 
form of a soft gel throughout the bowel. 
Each tablespoon of Turicum® contains 
0.36 Gm. of sodium carboxymethyl- 
cellulose and 0.6 Gm. of magnesium 
hydroxide. 

Sodium carboxymethylcellulose _ is 
prepared synthetically from highly puri- 
fied cellulose by chemical action. The 
closely controlled number of sodium 
carboxymethyl (CH,COONa) groups 
are introduced into the cellulose mole- 
cule to bring about solubility in water. 
The cellulose is first treated with alkali 
and the alkali cellulose is then reacted 
with sodium monochloroacetate as fol- 
lows: 


RONa + CICH,COONa 
— ROCH.COONa + NaCl 


Cellulose and its derivatives are long- 
chain polymers, 

Toxicity studies by Brown 
Houghton and Werle showed 
sodium _carboxymethylcellulose 
non-toxic when fed in large amounts to 
animals. Young rats maintained by 
Rowe et al for eight months on diets 
containing five percent by weight of 
sodium carboxymethylcellulose (equiva- 
lent to 2 to 3 Gm./Kg. of body weight/ 
day) showed no ill effects. Another 
group of nearly mature female rats were 
maintained for two months on diets con- 
taining twenty percent by weight of 
sodium carboxymethylcellulose (equiva- 
lent to 11 to 13 Gm/kg of body 
weight/day) without any deleterious ef- 
fects on organ weights, or on_histo- 
pathological examination. A __ slight 
questionably significant depression of 
the growth curve was noted but can be 


and 
that 
was 


explained on the basis that the inert 
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substance replaced a portion of the 
nutrient food in the diet. 

A study to determine the acute oral 
toxicity of sodium carboxymethylcellu- 
lose in white rats and guinea pigs was 
made by Shelanski and Clark. Daily 
feedings of one gram of sodium car- 
boxymethylcellulose per kilogram of 
body weight to white rats for twenty- 
five months produced no deviation from 
the control group in regard to fertility, 
blood counts, urinalysis, weight change, 
gross and microscopic pathological ex- 
amination of heart, liver, stomach, in- 
testines, kidneys, spleen and adrenal 
glands. Approximately ninety percent of 
the sodium carboxymethylcellulose fed 
to the rats was reclaimed in the feces. 

The real advantage of Turicum is that 
the full hydrophylic and lubricating 
properties of the sodium carboxymethyl- 
cellulose are present at the time of inges- 
tion. This would not be the case if a tab- 
let of dry sodium carboxymethylcellu- 
lose or methylcellulose were taken by 
mouth. In the latter dosage form, the 
solution has to take place in the intesti- 
nal tract where conditions for solubiliza- 
tion are less satisfactory than in a 
hydration tank where the gel is made. 

Procedure A clinical evaluation of 
this carboxymethylcellulose gel was 
planned to determine (1) if it had ad- 
vantages over the other mentioned laxa- 
tives, especially mineral oil; (2) if it 
could produce a normal soft stool post- 
operatively without the use of enemas. 

The thirty-five cases studied were as 
follows: fissure-in-ano, 9; hemorrhoids, 
22; and abscess-fistula, 4. 

Patients in the study were divided into 
three categories according to the regi- 
men employed. The ten cases in Group 1 
received one ounce of Turicum night 
and morning starting on the evening of 
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the first operative day. The ten patients 
in Group 2 received one ounce, twice 
daily beginning three days before sur- 
gery and continuing without interrup- 
tion after surgery. Group 3 containing 
fifteen patients received one ounce three 
times daily beginning three days prior 
to surgery and continuing without in- 
terruption into the postoperative period. 

In some cases, the dosage was de- 
creased or increased, depending upon 
the number and consistency of their 
bowel movements, Patients were contin- 
ued on one of these plans for three days 


postoperatively before an enema was 
resorted to. 

Results Of the ten patients in Group 
1 who received one ounce after surgery, 
three patients had normal soft stools on 
the second or third day without the use 
of an enema. 

In Group 2, six patients out of ten 
had normal, soft, painless bowel move- 
ments on the first, second or third day 
postoperatively. Of the fifteen patients 
in Group 3, twelve had normal soft 
stools on the first, second or third post- 
operative day. 


Conclusions 


(1) Normal bowel movements with 
a non-traumatic stool are an im- 
portant factor in the facilitation of 
anorectal wound healing. 

(2) Sodium carboxymethylcellulose 
(Turicum®) was found to be a valu- 
able adjunct in the postoperative 
management of patients who had 
undergone surgery. Eighty 
percent of the patients who received 
one ounce t.i.d. beginning three days 


rectal 


preoperatively and continuing after 
surgery had normal soft stools with- 
out the use of enemas. 


(3) This agent is pleasant to take 
and free from the many disadvantages 
of mineral oil, irritating laxatives and 
dry soft-bulk laxatives. Its use re- 
sulted in the passage of a normal soft 
bulky stool, without cramping, grip- 
ing or local pain, in the majority of 
the cases. 

(4) Turicum was found to be ef- 
fective in both spastic and atonic 
types of constipation. 

(5) When used in optimum dos- 
age, Turicum caused no deleterious 


side effects. 
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WOMAN’S AUXILIARY, INTERNATIONAL ACADEMY 
OF PROCTOLOGY, TO SELECT OFFICERS IN FLORIDA 


The Woman’s Auxiliary of the International Academy of 
Proctology will select officers at its initial organizational meet- 
ing at the Hotel Fontainebleau, February 24 to March 1, 1962, 
Miami Beach, Florida. In response to many requests over the 
years, a Woman’s Auxiliary has finally been authorized by the 
Board of Trustees of the Academy. 

Only those who attend the meeting will be eligible to hold 
office. Further information may be obtained by writing to the 
President Pro Tem Organizing Committee, Woman’s Auxiliary, 
International Academy of Proctology, Mrs. Charles J. Weigel, 
7579 Lake Street, River Forest, Illinois. 
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FRANK CIAMPA, M.D. 


Somerville, Massachusetts 


Carcinoids of the Small Bowel—- 


A forty-year-old married wom- 
an (E.H.) entered the Somerville Hos- 
pital on April 19, 1960, in preparation 
for a hysterectomy. Her symptoms were 
those of menorrhagia and metrorrhagia 
with a large nodular uterus, In her past 
history, she sustained Herpes zoster in 
1953; an appendectomy also in 1953. 
As a child she injured her left eye with 
resultant total loss of this eye. She has 
two children living and well. Her family 
history gave no positive familial diseases. 
Her physical examination was essen- 
tially normal, and outside of a pelvic 
mass, no other pathology was found. 
Her laboratory work was within normal 
limits. 

A hysterectomy was done and leio- 
myomata of the uterus were found (Dr. 
G. S. Miles). On routine examination 
and palpation of the bowel, a firm nod- 
ule was palpated in Meckel’s Diverticu- 
lum. This was resected and sent to the 
laboratory for study. 

Pathological Report: “Grossly, a 
diverticulum measuring 2.5 cm. in 
length and 2 cm. in diameter at the 
base. The serosa is somewhat rough and 
tan with several fat tabs attached, At 
its base is an opening, 0.2 cm. in diam- 
eter, surrounded by a zone of dark red 
discoloration of the surface. On section, 
it is lined by light tan mucosa with 
distinct folds. Adjacent to the base, 
just beneath the mucosa, is a nodule of 
firm, light yellow tissue, measuring 1 


cm. in length, 0.8 cm. in greatest width, 
and 0.6 cm. in height.” 

Microscopically: “The diverticu- 
lum at the site of the nodule described 
shows a tumor composed of groups of 
cells with nuclei which are moderate in 
size and fairly uniform. The cytoplasm 
is of moderate amount. These cells in- 
filtrate the mucosa and muscularis and 
appear to penetrate the latter, extending 
into the subserous region, They are 
also found in spaces lined by endothe- 
lium, suggesting lymphatics. Diagnosis: 
Infiltrating carcinoid in Meckel’s Diver- 
ticulum.” (Leary Lab.) 

Discussion: In 1867, Langhans gave 
the first description of a carcinoid of 
the appendix. They may occur at any 
age, the youngest having been found 
in an infant ten days old. They are 
most commonly found in the appendix, 
about 75% and next in order come the 
ileum, stomach, jejunum, duodenum, 
gall bladder, cecum, colon, rectum, me- 
sentery, and Meckel’s Diverticulum. Six 
cases of carcinoid tumors have been 
found in teratomata of the ovary. One- 
fifth of all malignant lesions of the small 
bowel at Mayo’s were found to be car- 
cinoids. Out of 247 malignant lesions 
of the small intestine, Mayo found 51 
carcinoids (from 1938 to 1958). These 
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carcinoids are malignant, but mildly 
so. Ariel collected 237 carcinoids of 
the small intestine, and found metasta- 
sis in 24.9%. They may occur at any 
point from the cardia of the stomach 
to the rectum. Mrazek, Hodmin, and 
Mohardt reported 27 of these tumors. 
Three were in the duodenum, four in 
the ileum, two in Meckel’s, three in the 
cecum, nine in the rectum, five in the 
appendix, and one was so extensive 
that the primary site could not be found. 
These tumors usually are nodular, and 
only a small proportion are annular. 
Ileal carcinoids are more liable to me- 
tastasize than those from any other re- 
gion. Therefore, they should be treated 
by resection of the involved segment 
of ileum with its mesentery. Carcinoids 
in Meckel’s Diverticuli are far less liable 
to spread, Mrazek and his associates 
wrote of eight such tumors in Meckel’s, 
and of the series none had shown metas- 
tasis, Therefore, they recommended sim- 
ply excision of Meckel’s Diverticulum, 
but other men prefer to resect that seg- 
ment of the ileum with its mesentery. 

Grossly these tumors in the ileum 
are found usually at its terminal por- 
tion, and appear as one or more sub- 
mucosal yellow or gray nodules covered 
by intact mucosa. There may be a par- 
tial intraluminal narrowing or exten- 
sion through the wall of the bowel. 
Kinking of the bowel causes obstruction, 
at times, and annular constricting 
(Vol. 12, No. 6) DECEMBER, 1961 


-+——REPORT OF A CASE IN MECKEL’S DIVERTICULUM 


growths may be seen. These may cause 
increasing constipation with obstruction. 
Their color is white to grayish to yel- 
lowish, and at times reddish brown and 
even grayish green. The metastatic le- 
sions are usually white. All lesions are 
firm. 

In the appendix, the tumor usually 
occurs at the distal end and shows a 
bulbous swelling, pale yellow or gray 
or brown in color, The mucosa is intact 
or may be replaced by the tumor. They 
never extend beyond the regional lymph 
nodes. 

In the rectum, the lesions are usually 
found on the anterior wall and occur 
as solitary nodules or they may be an- 
nular. They are usually yellow in color 
and covered by the mucosa. 

Carcinoids found in the cecum, rec- 
tum, and stomach do show metastases. 
None of the gall bladder carcinoids 
have shown metastases, however. 

A typical microscopical picture of 
the lesion shows the epithelial cell to 
be small, with an oval or round nucleus 
and a well defined nuclear membrane 
with fine stippling of the chromatin. 
The cytoplasm is pale, with granular, 
finely vacuolated cells blending into a 
column. The cells may be round or 
columnar, or may form nests, coils, or 
rosettes. The cytoplasm contains choles- 
terol and lipoid material which gives it 
the characteristic yellow color, The stro- 
ma is a fibrous hyaline connective tissue 

383 








with a rich vascular supply of fine capil- 
Characteristically, the growth 
shows multiple cords or columns or 


laries. 


nests of regular uniform round cells. 
The columns of cells may be situated 
as festoons or ribbons. Such a picture 
is commonly seen in carcinoids of the 
rectum. 

Meckel's Diverticulum: Meckel, in 
1809 and again in 1812, described the 
embryological development of said di- 
verticulum. It is the commonest gas- 
trointestinal anomaly, occurring in ap- 
proximately 2% of all autopsies, and 
in males 2 to 1. It is usually found 
within the terminal two to three feet 
of the small bowel at the antimesenteric 
border. The diverticulum has its origin 
from the Vitelline Duct or Yolk Stalk. 
Four variations may occur: (1) a com- 
plete canal may exist between the small 
bowel and umbilicus, forming an um- 
bilical enteric fistula through which 
feces may escape, (2) either the umbili- 
cal portion or the intestinal portion of 
the canal may persist, the usual Mec- 
kel’s Diverticulum being formed when 
the intestinal portion persists, (3) a 
tension cyst may form if an intermediate 
portion of the canal remains patent, or 
(4) as a residual cord or band contain- 
ing umbilical vessels extending from 
the small bowel to the umbilicus. 

Meckel’s Diverticulum may cause in- 
testinal obstruction such as volvulus, 
intussusception, hernias or 
strangulation by its congenital band. 
It may produce such complications as 
acute diverticulitis with perforation 
and peritonitis with adhesions, also ul- 
ceration and hemorrhage due to hetero- 
topic gastric mucosa, or, it may result 
as a congenital enteric fistula; and, may 
I insert, it may be the seat of a carcinoid 
tumor. In cases of enteric fistula due to 


internal 


persistence of a patent canal from the 
small bowel to the umbilicus, the diag- 
nosis of Meckel’s Diverticulum may be 
made preoperatively. 

As it is one of the most common 
causes of gastrointestinal bleeding in 
infants, it should be thought of in all 
such cases of unexplained etiology in 
this age group. Quite commonly there 
is heterotopic mucosa found in Meckel’s 
Diverticulum, either gastric or pancrea- 
tic. It has been estimated that from 15% 
to 65% of Meckel’s Diverticuli will 
contain heterotopic mucosa. This gastric 
mucosa secretes hydrocholoric acid plus 
pepsin and is responsible, in most cases, 
for the complication of ulceration and 
perforation with intestinal hemorrhage. 

An accurate preoperative diagnosis 
rarely is made of the complications in 
Meckel’s Diverticulum, The patient usu- 
ally goes to surgery because of an acute 
surgical abdomen, either intestinal ob- 
struction of some unknown cause, or 
an acute appendicitis. Even in the pres- 
ence of an acute appendicitis, an addi- 
tional pathological process may _ be 
found in Meckel’s Diverticulum. 

Symptoms: Symptoms are vague 
and the diagnosis is seldom made prior 
to surgery. 1. Obstruction is shown by 
recurrent attacks of colicky, crampy, 
mid-abdominal pain with nausea, vom- 
iting, or distention. There is also in- 
creased peristalsis with borborygmi. 2. 
Anemia from loss of blood may occur, 
with weakness, The anemia is usually 
hypochromic. The bleeding may be oc- 
cult or massive. 3. Perforation with 
abscess or peritonitis is characterized 
by tenderness, fever, silent abdomen. 
4. Carcinoid syndrome such as flushing, 
cyanosis, hypotension, broncho-constric- 
tion, usually occurs when these tumors 
metastasize to the bronchi. There is a 
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dilatation of the small vessels of the 
skin of the face which gives a pellagra- 
like rash, Telangiectasia of the skin 
with patchy flushing at times resemble 
polycythemia, Pulmonary stenosis with 
tricuspid regurgitation, with attacks of 
bronchial asthma of an unusual type, 
may also occur as part of this syndrome. 
The flushing is a most dramatic symp- 
tom and it involves the face, arms, 
chest, or even the legs, and usually 
lasts for about eight minutes. An epi- 
sode of flushing may begin with burning 
of the skin. Cyanosis and eventually 
blanching follows. The flushing may be 
induced by pressure on the tumor, alco- 
hol, histamine, eating, or an emotional 
reaction. 5. Malabsorption syndrome: 
steatorrhea, hypoproteinemia, hypocal- 
cemia, anemia, vitamin and nutritional 
deficiencies may be produced by lymph- 
omas, cancer, or carcinoids involving 
the small or mesentery. 6. 
Weight loss of more than ten pounds, 
with 
mass or clubbing of the fingers, may 
suggest some type of tumor of the small 
bowel. 

Diagnosis: Carcinoid tumors pro- 
duce serotonin (5-hydroxytryptamine) . 
which is broken down in the liver to 
5-hydroxyindoleacetic acid, which is ex- 
creted in the urine. Tryptophane is the 
precursor of 


intestine 


weakness, diarrhea, abdominal 


serotonin. Functioning 
carcinoids produce an excess of sero- 
tonin. Therefore, the blood 
elevated, and increased amounts of 5- 
hydroxyindoleacetic acid is found in 
the urine. The normal serotonin or 5- 
hydroxytryptamine in the blood serum 
ranges from 0.03 to 0.4 micrograms 
per milliliter. In carcinoids from 0.5 
to 15 micrograms per milliliter may be 
found, In the urine the normal 5-hy- 
droxyindoleacetic acid is 2 to 9 mgm. 


level is 
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per 24 hours. In functioning carcinoids 
it may be increased a hundred fold. At 
times the 5-hydroxyindoleacetic acid 
may be elevated in the urine, but the 
5-hydroxytryptamine in the serum may 
remain at normal levels. Thus, the urine 
test is the more important. 

Values higher then 25 mgms. per day 
are diagnostic. Any value above the 
normal of 9 mgms. might be suspicious. 
However, we must remember some small 
elevations in the urine may occur in 
non-tropical sprue or from the ingestion 
of bananas. Chlorpromazine drugs may 
also give a false positive result. 

An intradermal test was used by Rot- 
bart. Serotonin creatinine sulfate was 
injected intradermally in the arm of a 
patient with a functioning carcinoid. 
A huge reaction with marked erythema 
was seen. 

Serotonin: (5-hydroxytryptamine, 
enteramine) is produced in excess in 
malignant carcinoids. It occurs norm- 
ally in the gastro-intestinal tract (ar- 
gentaffine, enterochromaffine cells), in 
blood platelets, in mast cells, in the 
spleen, in the brain, lung, thyroid, pan- 
creas and in wasp venom. It is a prod- 
uct of the breakdown of the essential 
amino acid tryptophane. Serotonin is 
destroyed through the action of an amine 
oxidase found in liver and kidney tissue, 
which converts it to 5-hydroxyindoleace- 
tic acid. Serotonin acts by directly stim- 
ulating smooth muscle. It produces vaso- 
constriction of the cardiovascular sys- 
tem and imparts slight increase in rate 
and force to the heart; it constricts the 
bronchioles by direct action on the 
muscle. It increases intestinal peristal- 
sis, The detection of serotonin in the 
vertebrate brain has led to suggestions 
that it is a neurohormone, Mental aber- 
rations may arise from either a defi- 
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ciency or excess of 5-hydroxytryptamine. 
It has been postulated that serotonin, 
which was originally discovered as the 
vasopressor agent released from clotted 
blood, serves to reinforce local vaso- 
constriction mechanism following injury, 
but, the importance of this effect in 
hemostasis has yet to be proved. 

Treatment: These tumors are slow 
growing. Therefore, as much as pos- 
sible of the tumor should be resected. 
Some patients with hepatic metastasis 
at surgery have lived from one to nine- 
teen years postoperatively. Others have 
died within two years or so after surg- 
ery. Those localized within the appendix 
have never spread beyond the regional 
lymph nodes. 

If found in the ileum and jejunum, 
a resection of the tumor with the adja- 
cent bowel, mesentery and glands, if 
present, should be done. 


In rectal polypoid tumors, the soli- 
tary, freely movable lesion may be ex- 
cised locally, and the patient observed 
frequently for any evidence of invasion 
or recurrence, If the lesion be infiltrat- 
ing, annular or constricting, treatment 
should be radical, as indicated for car- 
cinoma. 

Such agents as nitrogen mustard, 
radio-active isotopes and x-ray therapy 
have been of no help. Chlorpromazine, 
which is antagonistic to serotonin, has 
been of no value either. Radioactive gold 
shows some promise. 

Of late, inhibitors of serotonin metab- 
olism have been used in order to reduce 
the amount of serotonin in the urine. 
Experiments have proved that agents 
such as decarboxylase inhibitors can 
block the serotonin formation in carci- 
noid patients. Studies in this field are 
being continued. 
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Perforation of the Caecum 


Due to Hypercortisonism 


JEROME J. WEINER, M.D. 
ANGELO M. SALA, M.D. 
New York, New York 


Tre number of case reports appearing 
in the medical literature of the various 
gastrointestinal complications occurring 
amongst patients on corticosteroid ther- 
apy has been on the increase. The most 
frequent complications reported are 
a) massive hemorrhage or perforation 
of peptic, duodenal or jejunal ulcers, 
b) perforation of the colon in cases 
of ulcerative colitis, c) small bowel per- 
forations in cases of regional enteritis, 
d) formation of peptic ulcers in indi- 
viduals who never had any complaints 
referable to the stomach. 

Mason and Adams' postulate that, 
since cortisone and ACTH suppress in- 
flammatory conditions, they impair the 
normal body defense mechanism. These 
drugs inhibit the formation of fibro- 
blasts, granulation tissue, ground sub- 
stance and vascularization. This was 
definitely established in experimental 
animals and also in man. The corti- 
costeroids increase the hydrochloric acid 
and pepsin in the stomach and together 
with their antiinflammatory action, in- 
crease the danger of massive hemorrhage 
and perforation in ulcer patients. 

Wallager? reported on fifty-five cases, 
where peptic ulcers or exacerbation of 
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peptic ulceration ensued in patients re- 
ceiving cortisone or corticotropin ther- 
apy. Massive hemorrhage or perforation 
occurred in 45% of these cases. He con- 
tends that the frequency of the major 
complications, i.e., hemorrhage or per- 
foration in patients on steroid therapy, 
indicates some cause and effect rela- 
tionship. 

Tulin, Kern and Almy* reported three 
cases of perforation occurring in seven- 
teen cases of ulcerative colitis who were 
on ACTH therapy. 

Sauer, Dearing and Wallager* re- 
ported ten cases that developed marked 
gastrointestinal disturbances while on 
cortisone or corticotropin therapy. Death 
occurred in one case of ulcerative co- 
litis, who perforated and developed a 
generalized peritonitis, Two cases of 
perforated small bowel where the pa- 
tients had regional enteritis. Two pa- 
tients with peptic ulcer while on steroid 
therapy, one developed a massive hemor- 
rhage and died and the second had a 
subtotal gastrectomy. Another case on 
steroid therapy developed an ulcer with 
intractable pain. Ulcerative rectal lesions 
arose in three cases on steroid therapy. 
Two of these patients had hypercorti- 


Presented at the Thirteenth Annual Teaching 


Seminar of The International Academy of 
Proctology, Tuesday, April 8-13, 1961, The 
Drake, Chicago, Illinois. 

387 








FIGURE 


sonism and in the third proctoscopic 
findings and clinical symptoms compati- 
ble with chronic ulcerative colitis were 
noted. These three patients were on 
steroids for rheumatoid arthritis. 
Case Report— A male, white, fifty- 
one-years-of-age, who states that four 
weeks prior to admission to the hospital 
he developed generalized abdominal 
cramps. The pain was intermittent in 
character unaccompanied by nausea or 
vomiting. The pain then shifted to the 
lower abdomen and 
tensity, was constant and more pro- 
nounced on the right side than on the 
left. The pain did not radiate. The pain 
increased with activity and he felt re- 
lieved when he lay down. Bowels were 
regular and he never noticed any blood 
or mucus in the stool. No urinary com- 
plaints. Had occasional heartburn which 
had no relation to meals. No food in- 
tolerance. Was troubled with rheuma- 


increased in in- 





toid arthritis and had been on massive 
doses of prednisolone and ACTH. In 
the three-month interval, he received 
610 mgms. prednisolone and 415 units 
of ACTH. 

Physical Examination: Patient is of 
the enteroptotic type, long, lean, thin 
with scaphoid type abdomen and does 
not appear to be acutely ill. 

Chest of the phthisical type. Heart 
sounds are regular and of good quality. 
No murmurs are heard. The lungs are 
clear. 

Abdomen is soft, not distended, no 
visible peristalsis noted. There is ten- 
derness in the right lower quadrant of 
the abdomen with some muscle guard- 
ing. Hyperasthetic 
McBurney’s point. No masses are pal- 
pable. The liver, kidney and spleen are 
not palpably enlarged. Positive Psoas 
sign is noted on the right side. 

Rectal 


area noted over 


examination was negative. 
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Temperature, 100.4. Pulse, 86, regular, 
good quality. 

Laporatory Data: R.B.C., 3,980,- 
000; Hg., 77%, 12 Gm. per 100 cc.; 
W.B.C., 9,600; Polys, 64%; Lymph, 
27% ; 8% Mono.; 1 Eosinophile; Blood 
typing, O Positive. 

PROVISIONAL Dracnosis: Acute Ap- 
pendicitis, 

After proper preparation, the patient 
was taken to the O.R. and under spinal 
anesthesia, the abdomen was entered 
through a high right rectus muscle split- 
ting incision. The caecum was delivered 
through the incision, the appendix was 
found retrocaecally embedded in the 
caecal wall, covered by a thin veil of 
vascular adhesions. A broad, thin vas- 
cular membrane was noted extending 
from the antero-lateral wall of the cae- 
cum distally to the hepatic flexure prox- 
imally, and from the lateral parietal 
peritoneum to the anterior leaf of the 
mesentery, It enveloped the caecum and 
ascending colon. On the lateral wall of 
the caecum, at its junction with the 
ascending colon, a mass the size of an 
orange was felt. The mass was incor- 
porated in the wall of the caecum and 
ascending colon; was hard, irregular 
and fixed. The regional lymph nodes 
were enlarged to the size of beans. A 
right hemicolectomy up to the hepatic 
flexure was performed and an end to 
end ileo colostomy was instituted. A 
drain was inserted through a stab wound 
to the right of the incision and led 
down to the right gutter. The abdomen 
was closed in layers. 

PosToPERATIVE Course: Temperature 
fluctuated between 100.6 and 99 reach- 
ing normal on the fifth day. Pulse never 
varied; range was between 80-85, always 
regular. The patient left the hospital 
on the fifteenth postoperative day. 
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FIGURE 3 


FIGURE 4 











Gross PaTHoLocicaL Report: 

The specimen consists of a portion 
of terminal ileum, caecum and 12 cm. 
of ascending colon. At a distance 5 cm. 
from the ileocaecal valve on the non- 
peritonized side of the wall of the cae- 
cum and ascending colon, there is an 
irregular ulceration which goes through 
the mucosa and muscular wall into the 
adjacent fat. The defect in the intestinal 
wall resembles a perforation from with- 
in. It does not appear neoplastic or 
granulomatous. It measures 1 cm, in 
diameter and the surrounding intestinal 
wall is edematous and infiltrated with 
pus. Few lymph nodes are identified 
in the mesentery. The appendix is 7 
cm. long and shows some peri appendi- 
ceal adhesions. The wall of the appen- 
dix is oedematous and the lumen con- 
tains faecal concretions. 

On microscopic examination, there 
was noted a circumscribed penetrating 
necrolization of the mucosa and muscu- 
laris of the caecum and ascending colon 
surrounded by a zone of acute suppura- 
tive inflammation with an abundance 
of eosinophiles in the exudate. There is 
an acute pericecal peritonitis, which 


had been localized by adhesions. The 


inflammatory exudate is of the charac- 
ter just described. The appendix shows 
evidence of acute periappendicitis with 
infiltration of the wall with polymorpho- 
nuclear leucocytes, most of them eosino- 
philic (See Figures 1, 2, 3 and 4). 

Discussion The evidence of recent 
reports in the literature strongly sug- 
gests that the corticosteroids are a causa- 
tive factor in either precipitating or ag- 
gravating dormant gastrointeseinal le- 
sions. Their use in either acute or chron- 
ic gastric or intestinal lesions such as 
regional ileitis or ulcerative colitis, or 
in known ulcer patients should be ad- 
ministered with caution and under close 
supervision. 

In acute surgical catastrophies, where 
the suspects a 
viscus with peritonitis, it is well for 
the surgeon to inquire of the patient 
whether he or she has been on cortisone 
or corticotropin therapy. Likewise, in 
cases of massive hemorrhage due to 
either peptic or duodenal ulcerations 
a careful history may elicit the fact 
that the patient suffers from rheumatoid 
arthritis and is on steroid therapy. This 
can be helpful in arriving at a correct 


surgeon perforated 


diagnosis. 


Conclusion 


1. A case of a solitary perforation 
of the caecum due to hypercorti- 
sonism is herein presented. This case 
revealed no other ulcerative lesions 
in the colon, sigmoid or rectum. Few 
cases of this type have been reported 
in the literature. 

2. Patient never had any com- 
plaints referable to the gastroin- 
testinal tract before this episode. 

3. Patient was on cortisone and 


ACTH therapy for rheumatoid arth- 
ritis over a period of three months. 

4. Clinical manifestations 
meager due to suppression of the 
normal defense mechanism by the 
massive doses of the corticosteroids. 
Temperature was 100, pulse 86, blood 
count 9,600, 64% polys, and the local 
signs were not too conclusive. Still, 
this patient ‘had a perforated caecum 
with a localized peritonitis. 


were 


390 THE AMERICAN JOURNAL OF PROCTOLOGY 





5. In cases of massive hemorrhage 
from the gastrointestinal tract, or 
where the clinical signs point to a per- 
foration with peritonitis, one should 
always inquire of the patient whether 
he or she is or was on steroid 


6. In patients with peptic or je- 
junal ulcer, ulcerative colitis either 
acute or chronic, or regional enteritis, 
who suffer either with rheumatoid 
arthritis or ileitis, corticosteroids 
should be administered with caution 


therapy. and under supervision. 
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GASTRIC LESIONS, INCLUDING 
EXFOLIATIVE CYTOLOGY 


Three hundred consecutive patients with symptoms 
in the upper gastrointestinal tract have been studied, 
with use of all clinical and laboratory means avail- 
able, Exfoliative cytological studies proved to be the 
most accurate individual test. Collective evaluation 
of all methods of study produced a greater accuracy 
than did any one test. This over-all diagnostic ap- 
proach will produce earlier lesions for surgical resec- 
tion and allow earlier institution of medical manage- 
ment for benign lesions. 

W. Tom Arnotp, M.D., James Hampton, M.D., 


Wa tter Outn, M.D., Henry Grass, M.D., CATHERINE CarruTH, R.N. 
JAMA, Vol. 173, No. 10, 1960, pp. 1117-1120 
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COCCYGODYNIA . .. Past and Present 


DONALD S. MILLER, M.D., Ph.D., F.A.C.S., F.1.C.S. 


ee or coccydynia, 
as you prefer, represents a painful syn- 
drome of the coccyx and its neighboring 
region. Diseases in and about the sacral 
and coccygeal areas have decreased in 
surgical importance since several dec- 
ades agu when this was the seat of exces- 
sive surgical activity. Coccygectomy and 
manipulations of and injections in this 
area comprised a disproportionate share 
of orthopedic interest. Removal of the 
coccyx and a portion of the sacrum was 
so commonplace as to constitute an 
orthopedic fad. To be sure, at times the 
procedure was justified then as now. In 
those days, the adolescent prank of pull- 
ing the chair out from under com- 
panions was considered great sport but 
often produced injury. Currently, skat- 
ing and skiing accidents are primarily 
causative. Any impact on the distal 
portion of the spine obviously could be 
traumatizing to the coccyx, although 
the area anatomically more proximal 
(lumbosacral joint) commands more 
interest, especially to the _litigation- 
conscious person whose mind is set on 
disorders in this area, 

In the past, overstuffed chairs were 
advised against as affecting sitting pos- 
ture adversely. The modern chair which 
has been designed to correct for proper 
sitting posture appears to have had an 


Chicago, Illinois 


ameliorating effect on this discomfort; 
published reports have ceased regarding 
posture as an etiologic factor in coccyg- 
eal pain. Now, however, the habitual 
and prolonged and uninterrupted view- 
ing of television (Figure 1) under poor 
conditions of posture, as in bed, seems 
to be the source of a rising awareness, if 
not incidence, of coccygodynia. Surgical 
interest in the coccyx is still in decline 
and hopefully will remain there. 

For an occasional patient, coccygeal 
discomfort is a chronic functional prob- 
lem. Organic possibilities must be ruled 
out. Diagnosis requires, moreover, pain- 
staking evaluation of the psyche of the 
patient before positive treatment can be 
attempted, Manipulation of the chronic- 
ally annoying coccyx seems to have con- 
tinued as a first trial method of treat- 
ment. Orthopedic employ 
coccygectomy only for the post-fracture, 
post-injured, or congenitally deformed 
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coccyx (Figure 2). In the circumstance 
of coccygeal trauma or congenital de- 
formities combined with trauma, surgi- 
cal excision is indicated (Figures 3 and 
5). The particular incision is not too 
important. The removal of the lower 
portion of the sacrum is important in 
that it helps the soft tissue fold over the 
lower end of the sacrum for a better pad 
and for quicker rehabilitation and pro- 
duction of a pain-free area. 

Differential Diagnosis 
and about the coccyx may be caused by 


Pain in 


disorders unrelated to this portion of 
the bone. The 


sacrococcygeal, or 


commonest causes of 


sacral, sacroiliac 
joint pain are the lumbosacral disc de- 
generative disabilities seen in  ortho- 
pedics. Neuropathies radiating in and 
about these areas may anatomically 
seem to emanate from these points, Con- 
genital malformations of the lumbo- 
sacral joints or local hypertrophic 
arthritis of this joint may produce pain- 
ful syndromes of the sacrum, sacroiliac 


joints, or even of the coccygeal area. A 
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roentgenographic survey must be made 
of the lumbosacral joints, sacroiliac 
joints, and of the sacrococcygeal area 
proper, Because of the variability in 
shape and axis (relation to the midline 
of the coccyx), many incorrect diag- 
noses of fracture are made. It may be 
important carefully to examine these 
areas after a 
cleansing enema. Early pilonidal cysts, 
with or without drainage, may be the 


roentgenographically 


source of local sacral pain. Ultimately, 
this area may exude serosanguineous 
material as a clue to diagnosis. Tender- 
ness from inflammation, referred pain 
in the gluteal mass or the sacrococcy- 
geal areas are possible. Examination 
discloses the circumstance and indicates 
appropriate treatment. 

The coccyx injured during delivery at 
birth also requires corrective posturing. 
local physical therapy, and analgesics. 
Further, local anorectal disease may pro- 
duce pain in and about this area, with 
referred pain to the levator ani and 
muscle Again, re- 


coccygeus group. 


Figure I. Television 
viewing as a cause of 
coccygodynia. Hours of 
sitting in this abnormal 
weight-bearing position 
may cause chronic irri- 
tation of the sacrococ- 
cygeal ligament, irrita- 
tion, and contraction of 
the levator ani muscle. 
The typical local painful 
syndrome results. 
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Figure 2. Congenital abnormalities of the 
coccyx segment of the spine. Note the normal 
compared to the anteflexed position (A); ex- 
tension position (B); and hyperextension posi- 


tion (C). 


Figure 3. Surgical approaches to the coccyx. 
The type of incision is not important, It is 
important, as depicted in the lower center 
drawing, to remove the tuberous portion of the 
sacrum; if left in situ this may cause local irri- 


tation. 
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Figure 4. The usual 
position of the patient 
prepared for coccygec- 
tomy. The gluteal masses 
are taped down and 
separated by wide ad- 
hesive tape bands. 








examination usually discloses the cause 
of the pain. Infections other than of the 
anorectal area are likely, such as cervi- 
citis, pelvic inflammatory disease, vagi- 


nal infections. Prostatitis should be 
carefully ruled out, as well as possible 
infections in the vesicles and_ the 
epididymis. 

Whether the problem is entirely func- 
tional, one related to organic disease, or 
is functional and unrelated to organic 
disease, a clear and precise differentia- 
tion is essential to providing relief. The 
physician must answer three questions: 
Shall the coccyx be treated by conserva- 
tive coccygectomy, or shall the patient 
first receive neuropsychiatric treatment, 
or will simple instructions regarding sitz 
baths, good posture, and possibly physi- 
cal therapy suffice? 

Functional Coccygedynia Those 
patients with neurosis or neuropsychia- 
tric maladies, such as hysterical joint 
disturbances and conversions, require 
proper consultation and correction by 
psychiatric treatment. Clinicians recog- 
nize the patient who tells of severe pain 
in an unimportant bone. The patient 
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must be informed that the coccyx, a 
relatively unimportant bone, is not con- 
nected to the spinal cord nor in any way 
related to important 
structures which is invariably an asso- 
ciated fear, This fixed idea, when ob- 
served, must be carefully revised. It 
must be stressed, however, that the 
possibility of an organic involvement 
must first be ruled out, 

Chronic Irritation Coccygodynia 
arising from poor sitting postures dur- 
ing television viewing, slouching while 
studying, or poor posture in long auto- 
mobile drives, by way of examples, may 
be corrected by improved posture and 
the aid of a rigid chair-like seat for the 
necessary long trip. Chronic irritation 
of the posterosacrococcygeal ligaments 
is generally temporary and requires 
only proper posture and heat for cor- 
rection. Sometimes mild analgesics or 
rectal suppositories are necessary for 
relief of pain. The associated laxity of 
the levator ani and coccygeus muscle in 
the obese and the generally flabby per- 
son may call for active exercises for 
these muscles. 


neurovascular 
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Anatomic Deviations The normal 
coccyx is formed by three to five seg- 
ments, fused at several points and 
gently anteflexed. Deviations from the 
midline are not uncommon; otherwise, 
anatomic variations are rare. This rudi- 
mentary portion of bone which heals as 
if it were “going nowhere,” is, it will be 
recalled, attached to the levator ani 
muscle and coccygeus muscle, the 
posterior sling of the pelvis. The coccyx 
does not have a weight-bearing function. 
For this reason, strains induced by long 
sitting, long driving, or trauma of an 
acutely direct type or of a type induced 
by a surgical procedure during which 
the patient remains on his back for 
hours produce coccygeal pain. In ortho- 
pedics, placing a non-padded sacrum 
and coccyx against a pelvic support is 
also a cause of coccygodynia. These 
conditions may produce not only irrita- 
tion and local pain but even constipa- 
tion. 

Traumatic Disorders of the 
Coccyx and Their Treatment 
Injuries in the form of fractures or 
severe strains or sprains of the ligament 
and local musculature require adequate 
immediate treatment. For the acutely 
painful displaced and fractured coccyx, 








absolute bed rest and the local applica- 
tion of heat are necessary. Heavily 
weighted hot packs are painful because 
of pressure. Infrared heat is preferable. 
The area may be taped by wide adhesive 
strips across the back from one antero- 
superior spine to the other. A small cut 
in the adhesive tape at the sacrococcygeal 
segment may be necessary the better 
to immobilize this segment, From seven 
to fourteen days of conservative man- 
agement is valuable. This includes cau- 
tious positioning and proper sitting 
posture in which the coccyx is brought 
directly backward in the erect sitting 
position. A hard, firm seat is more 
comfortable to the coccyx than an 
upholstered comfortable-looking chair. 
Here, past and present are still in agree- 
ment. After a short period of conserva- 
tive treatment of the acutely injured 
coccyx, a U-shaped moleskin, doubled 
or tripled, may be placed about the 
sacrococcygeal area to prevent pressure. 
General healing takes place within four 
to six weeks. Local scarring and some 
possibility of traumatic fusion of the 
segments may be anticipated. These 
may become a further chronic source of 
disability, requiring at some future 
date, a coccygectomy. 


Figure 5. Roentgeno- 
grams of coccygeal area 
in 37-year-old man be- 
fore and after coccy- 
gectomy. Coccyx was 
fixed in extension de- 
formity which caused 
painful disability, 
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When removal of the coccyx is in- 
evitable, the particular technique is not 
important but it is important to remove 
the small protruding portion of the 
sacrum to avoid continued irritation by 
faulty posture following coccygectomy. 
Today, coccygectomy is so rare that in 
my practice a recent case requiring re- 
moval of the coccyx was the first of its 
kind in two years. 

@ A 37-year-old white man, a school 
teacher, presented a fixed extension of 
the coccyx which caused local irritation 
and extreme inability to sit for the long 
hours required by his occupation. The 
deformity resulted from an automobile 
accident, in April 1958. There was a 
finger-like projection which was not 
mobile. Coccygectomy in this case was 
unequivocally justified to relieve the 
irritation and pain from this fixed pro- 
jection deformity (Figure 5). 

Summary Coccygodynia has not 
been an important surgical interest for 
several decades and reports of coccy- 
godynia have been scarce. At present, 
however, the incidence shows 
signs of rising, probably as a result of 


some 


prolonged television viewing in_ posi- 
tions which throw the weight on the 
coccyx. That bone was never intended 
to function as a weight-bearing part. 
When coccygodynia exists, it is a 
vexatious problem for both the ortho- 
pedic surgeon and the patient. In its 
chronic psychosomatic form, it may 
pose a psychiatric problem as well. This 
disorder may come to the attention of 


the proctologist first, partly because of 
its anatomic location, partly because 
constipation and anorectal disease may 
be one or more of its manifestations. 
The possibility of organic disturbance 
must be ruled out. 

Acute injuries, such as fractures and 
dislocations from industrial or automo- 
bile accidents may cause painful local 
scarring, fibrosis, and post-traumatic 
fusion of the coccygeal segments. These 
require cautious waiting periods in 
order to decide on the advisability of 
coccygectomy. 

The congenitally-malformed coccyx 
with extension, or hyperextension, posi- 
tioning is more subject to painful syn- 
dromes after trauma than is the normal 
anteflexed, well covered and concealed 
coccyx. Following trauma, the liga- 
ments may be locally sprung, requiring 
coccygectomy after periods of conserva- 
tive management. 

It is essential in chronic cases of 
strain among television viewers, long 
car riders and others with poor posture 
habits that attempts at corrective sitting 
posture be made. An attempt should 
also be made actively to mobilize the 
levator ani and coccygeous musculature. 
This can be done by simple exercises, 
accompanied by gentle massage of the 
muscle fibers and local heat in the form 
of infra-red, sitz baths, or ordinary 
showers. 

Corrective seats, erect posture, and 
the use of the newer analgesic muscle 
relaxants are helpful. 


Conclusion 


It seems that the coccyx, the rudi- 


mentary portion of the osseous spine, 


has had a relative respite from too 
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eager surgical intervention in the last 
three decades. It is hoped that this 
will last. The organic traumatic 
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coccyx, the congenitally-malformed 
coccyx, the chronically-strained coc- 
cyx—these have been the source of 
general disability seen in an ortho- 
pedic surgeon’s office in recent years. 
By appropriate conservative manage- 
ment and correction of sitting posture, 
heat therapy, muscle relaxants, and 
massage, one can avoid coccygectomy 
in most cases. Coccygectomy should 
be reserved for those cases of extreme 
displacement following trauma in 
which conservative treatment has 
been unavailing and the psychoso- 


matic aspects have been explored be- 
yond diagnostic doubt. 
Emphatically, the coccyx should 
be removed only if: (1) deformed, 
traumatized and painful; (2) frac- 
tured, or displaced, and it does not 
respond to conservative treatment. 
When coccygectomy is necessary the 
patient must understand that removal 
of this unimportant bone has no 
bearing on the spinal cord nor any 
peripheral nerves, as many patients 
fear. 
Six North Michigan Avenue 
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'M ANALGESIC 





My name is Tucks... and, I'd like to work for you... especially 


on your proctolagic, obstetric and gynecologic cases. 


I am a soft, disposable cotton flannel pad impregnated with 
witch hazel (50%) and glycerin (10% ); pH 4.6. My attributes 
ace many and my versatility practically knows no bounds. Fol- 
lowing delivery, gynecological procedures and anorectal sur- 
gery, you'll find that I effectively control pain, swelling and 
i ching. As a wet dressing, I’m unsurpassed. Let me demon- 
$ rate my many advantages to you... . For a clinical trial, fill out 
tie coupon below. You'll find me the handiest inanimate aid 


Julle PHARMACEUTICAL COMPANY 
Minneapolis 16, Minnesota 


in Canada: Winley-Morris Co., Montreal 








For generous office supply of TUCKS j 
—just fill in and return this coupon. 
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Fuller Pharmaceutical Co. 
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Newer Medicinals 


Balnetar, Westwood 


Indications: For the treatment of a wide range 
of dermatoses. 

Description: Contains Westwood tar (equiva- 
lent to 2.5% crude coal tar, U.S.P.) in Alpha- 
Keri, 3 combination of Kerohydric, minera! oi! 
and a nonionic emulsifier. 

Dosage: Can be used in bathtub for gen- 
eralized skin involvements; can also be applied 
directly to wet skin. Can also be applied 
directly to wet scalp. 

Supply: Eight-oz. glass bottles. 


Estomul, Riker 


Indications: For peptic ulcer, hyperacidity 
and dyspepsia, heartburn, gastritis, alcoholic 
gastritis, gastroesophageal reflux, esophagitis 
(without stricture), irritable bowel syndrome, 
congenital shortening of esophagus, chalasia of 
esophagus, hiatus hernia of esophagus, and 
functional pylorospasm. 

Description: Tablets—each tablet contains 
orphenadrine HCl, 25 mg.; bismuth aluminate, 
25 mg.; magnesium oxide, 45 mg.; aluminum 
hydroxide and magnesium carbonate (co-pre- 
cipitate), 500 mg. Liquid—each tablespoon 
contains orphenadrine hydrochloride, 25 mg.; 
bismuth aluminate, 50 mg.; aluminum hydroxide, 
magnesium carbonate, 918 mg. 

Dosage: Liquid and tablets—-One or two 
tablespoons or one or two tablets three times 
daily depending on severity of involvement. 

Supply: Liquid—Bottles of 12 ounces; Tablets 
—Bottles of 100 tablets. 


Gelusil Flavor-Pack, Warner-Chilcott 


Indications: For pain-prevention in ulcer 
heartburn and hyperacidity. 

Description: Same as Gelusil, but with three 
packets of flavoring powders—spearmint, pine- 
apple and raspberry. 

Dosage: Two teaspoonfuls—as indicated. 

Supply: Flavor-Pack 12 oz. 


Listica, Armour 


Indications: For tension and anxiety. 

Description: Each tablet contains 200 mg. of 
hydroxyphenamate. 

Dosage: One tablet q.i.d. 

Supply: Bottles of 50. 


Lomotil Liquid, Searle 


Indication: Antidiarrheal product. New dos- 
age form. 
Description: Contains in each 5 cc.—2.5 mg. 


of diphenoxylate HCI and 0.025 mg. of atropine 
sulfate. 

Dosage: As directed by physician. 

Supply: Two-fl. ozs. 


Paremycin Elixir, Purdue Frederick 


Indications: Antidiarrheal! agent. 

Description: Each tablespoonful contains neo- 
mycin sulfate (eq. to Neomycin base 105 mg.), 
150 mg.; tr. opii, 0.1 ml. 

Dosage: Infants—One-half to one teaspoon- 
ful, q.i.d. Children—One to two teaspoonfuls, 
q.i.d.; Adults—One to two tablespoonfuls q.i.d. 

Supply: Three-oz. and six-oz. bottles. 


Periactin, Merck Sharp & Dohme 


Indications: For the oral treatment of pruritic 
dermatoses, for the relief of pruritus, it is 
recommended in such conditions as urticaria, 
angioneurotic edema, eczema, eczematoid der- 
matitis, drug reactions, neurotic excoriations, 
poison ivy, sunburn, insect bites, chickenpox. 

Description: Each tablet contains cypro- 
heptadine HCl 4 mg. 

Dosage: Adults—One tablet three or four 
times daily; Children—(two to fourteen) one 
and one-half to four tablets. 

Supply: Bottles of 100. 


Robanul & Robanul-PH Tablets, A. H. Robins 


Indications: Anticholinergic. For the manage- 
ment of duodenal and gastric ulcer. 

Description: Robanul—Each pink tablet con- 
tains | mg. glycopyrrolate; Robanul-PH—Each 
blue tablet contains | mg. glycopyrrolate and 
'/4 gr. phenobarbital. 

Dosage: One tablet three times a day (morn- 
ing, early afternoon, and at bedtime). 

Supply: Robanul—Bottles of 100 and 590. 
Robanul-PH—Bottles of 100 and 500, 


Trisem LA, Massengill 


Indications: For conditions treatable with 
oral sulfonamide therapy. 

Description: Each teaspoonful contains sulfa- 
diazine, 0.167 Gm.; sulfamerazine, 0.167 Gm.: 
sulfamethazine, 0.167 Gm.; vegetable oil, 2.5 cc. 

Dosage: Children—One teaspoonful for each 
ten pounds of body weight (up to eighty 
pounds), followed by one-half the initial dose 
every twelve hours. Adults—Two to three table- 
spoonfuls followed by one-half the initial dose 
every twelve hours. 

Supply: Eight-oz. bottles. 
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the highest available potency of viable L. 
acidophilus (a specially cultured human strain) with 




















100 mg. of sodium carboxymethylcellulose per capsule 


use BACID with every antibiotic Rx for effec- 
tive antidiarrheal protection. 


BACID acts to re-implant billions of friendly Lacto- 
bacillus acidophilus in the intestinal tract. This serves 
to create an aciduric flora hostile to the growth of 
putrefactive bacteria and antibiotic-resistant pathogens. 
BACID is most useful to help prevent and overcome 
diarrhea, flatulence, perianal itching and other symp- 
toms due to antibiotics, etc. Also valuable in functional 
constipation, irritable colon, diverticulitis. 











completely non-toxic — physiologic BACID is safe 
and well tolerated in many times the suggested dosage 
(2 capsules, two to four times a day, preferably with milk). 


Bottles of 50 and 100 capsules. 
samples and descriptive literature from.. 


u.s. vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


PHARMACOLOGY—The Nature, Action and 
Use of Drugs (Second Edition). By Harry 
Beckman, M.D., Chairman, Departments of 
Pharmacology, Marquette University Schools 
of Medicine and Dentistry; Consuiting Phy- 
sician, Milwaukee County General Hospital 
and Columbia Hospital; Editor, Year Book of 
Drug Therapy. Published by the W. B. 
Saunders Company, Philadelphia and Lon- 
don, 1961, Paaes 748. 


The Second Edition of this textbook for 
the undergraduate medical student answers 
a special need. This remarkable text will 
supplement his studies in the lecture rooms 
and laboratories. In the first section, he will 
find a general orientation to pharmacology. In 
the second section, there is a discussion of 
the basic background of pharmacology, and in 
section three he will discover, the actual 
clinical application of drugs and their actions. 
This is an excellent arrangement for a student 
textbook, and is equally useful for the clini- 
cian, especially the general practitioner and 
the internist. 

The proctologist will find an _ excellent 
chapter on the pharmacology of the gastro- 
intestinal tract, a section that will be of 
particular interest to the gastroenterologist as 
well. The section on drugs that destroy worms 
and flukes will naturally be of special value to 
the proctologist. 

The book is very well written, highly authori- 
tative, and has an adequate bibliography for 
each section. It is recommended without re- 
serve. 


A MANUAL OF CUTANEOUS MEDICINE. By 
Donald M. Pillsbury, M.A., D.Sc. (Hon.), 
M.D., F.A.C.P. Professor and sirman of 
Department of Dermatology, University of 
Pennsylvania School of Medicine, Director, 
Commission on Cutaneous Diseases, Armed 
Forces Epidemiological Board; President, XI! 
International Congress of Dermatology. 
Walter B. Shelley, M.D., Ph.D., F.A.C.P. Pro- 
fessor of Dermatology, University of Penn- 
sylvania School of Medicine; National Con- 
sultant in Dermatology to the Surgeons Gen- 
eral, U. S. Army and U. S. Air Force. Albert 
M. Kligman, M.D., Ph.D., Professor of Der- 
matology, University of Pennsylvania School 
of Medicine; Professor of Dermatology, Uni- 
versity of Pennsylvania Graduate Schoo! of 
Medicine. Pages 407. Published by W. B. 
Saunders Company, Philadelphia and Lon- 
don, 1961. 


This is an excellent condensation of der- 
matologic disease. Although condensed, the 
clinician will find practically all he needs to 
know on diagnosis, prevention and cure of the 
common skin diseases. And yet, the authors 
have carefully included a consideration of 
principles of anatomy, chemistry and physi- 
ology in the fundamental background material. 

The text will be especially interesting to 
the general practitioner. It is slanted in his 
direction. 

The authors have been very 
providing excellent illustrations. 
more valuable than words. 

Proctologists will find a brief section or 
hidradenits suppurativa. They will also find 
a brief section on anal pruritus. 


liberal in 
These are 


ONCOGENIC VIRUSES By Ludwik Gross, M.D. 
Chief, Cancer Research Unit, Veterans Ad 
ministration Hospital, Bronx, New York. 
Pages 368. Price $12. Published by Perqan-n 
Press, New York, Londen, Paris, Oxford 
1961. 


We now know that many tumors (and per- 
haps even cancer), are transmissible by ~ell- 
free extracts. Certainly it is true that most 
chicken and mouse tumors are of viral origin. 

Increasing interest in viruses, particularly 
in their relationship to the theory that they 
may be responsible for human malignant 
tumors, makes this book of particular interest 
and value. 

The book describes the results of the use 
of newborn animals for inoculation of onco- 
genic viruses, the propagation of viruses in 
tissue culture, and visualization of oncogenic 
agents by the aid of the electron microscope. 

This is an excellent review of animal tumors 
caused by oncogenic viruses. It is highly 
recommended to pathologists, virologists and 
all those interested in the etiology of malig- 
nancy. 


A TEXTBOOK OF PATHOLOGY. An Introduc- 
tion to Medicine. By William Boyd, M.D., 


Dipl. Psychiat, M.R.C.P. (Edin.), Hon. 
F.R.C.P. (Edin.), F.R.C.P. (Lond), F.R.C.S. 
(Can.), F.R.S. (Can), L. L. D. (Sask.), 


(Queen's), D.Sc. (Man.), M.D. (Oslo). Pro- 
fessor Emeritus of Pathology, The University 
of Toronto; Visiting Professor of Pathology, 
The University of Alabama; Formerly Pro- 
fessor of Pathology, The University of Mani- 
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toba and the University of British Columbia. 
Seventh Edition, thoroughly revised 792 
illustrations and 20 plates in color, Published 
by Lea & Febiger, Philadelphia, 1961, Pages 
1357. 


The author has obviously rewritten much 
of this new edition. There continues to be 
emphasis on general principles of disease 
processes. The author calls the first part of 
the book, “Principles of Pathology,” and 
considers “disordered physiology” in that 
section. The clinical applications will be 
found in the following Section of the book. 

I like the approach in terms of disturbed 
function. The pathologist sees the end result 
of disordered physiology, and this textbook 
is written from that point of view. 

The author recognizes that this concept 
goes back at least as far as Rudolf Virchow 
(1847), when he wrote, “Pathological Physi- 
ology is the main fortress of medicine, while 
pathological anatomy and the clinic are out- 
lying bastions.” 

The text continues to be classical both in 
content and in illustrations. It is recom- 
mended without reserve for the student, and 
the clinician and the teacher. 

Both the text and illustrations are excel- 
lent throughout. The range of study, and 
the authority of the author, make this book 


of cabinet. 








particularly suitable for the student and 
the clinician. The pathologist will naturally 
want this textbook for his library. 


CORONARY VASODILATORS By R. Chariier, 
Head of the Pharmacology Department, 
Labaz Laboratories, Brussels. Published by 
Pergamon Press, Ltd., Oxford, London, New 
York, Paris, 1961. Pages 150. 


This very interesting monograph presents 
Dr. Charlier’s evaluation of the pharmacolog- 
ical effects of vasodilators. He evaluates the 
underlying mechanisms responsible for these 
effects, and the therapeutic importance of 
classical treatments. 

The book is very much up-to-date. It is well 
written, and includes an extensive bibliog- 
raphy. 

Any physician who treats cardiovascular 
problem patients should read this text. I was 
particularly impressed with the author’s criti- 
cal analysis of methods for measurement of 
changes in the lumen of the coronary vessels. 
His observations on clinical methods for asess- 
ment of the therapeutic value of anti-anginal 
medications is also excellent. The clinician 
will be especially interested in the section on 
pharmacology and clinical features of the 
coronary vasodilators. 





our “DEBON-AIRE” unr 


YOUR COMPLETE AIR-SUCTION SOURCE 


Debon-Aire has everything in a single, compact unit. There are 
drawers for instruments and supplies; stainless-steel racks for 
bottles and sprays (protected by a hinged cover); black glass 
top; stainless-steel toe-strip. Size of top, 14" x I€'; height 
overall 36!/2", 


Pump switch and electrical outlet on right side 


WHIRLWIND PUMP 


The Whirlwind Pump is a_ powerful 
rotary with automatic oiling, vacuum 
trap, gauges, regulators, muffler-filter. 
It is quiet as a whisper. The suction 
bottle is of 32-0z. capacity. Bottle cap 
is chrome plated and has separate fit- 
tings. The bottle bracket is of stain- 
less steel and may be mounted on 
either side of cabinet (specify). 


CAT, NO, CR 2550 PRICE $225.00 
Without suction bottle 


WI NN Socick cde cnesscwens $210.00 
Ether Bottle and 
bracket available at ........... $18.50 
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FOR PREVENTING AND TREATING 


ANAL FISSURES 
aE, INSURES 
rey SOFT STOOLS 


POWDER OR LIQUID 


ESPECIALLY VALUABLE IN INFANTS AND CHILDREN 


To maintain soft stools for preventing anal ‘The successful healing by local 
fissures in infants and children, or to insure treatment may be dissipated with 
soft stools while fissures are being treated, Passage of a single hard stool 
you can depend on Maltsupex. tees In certain cases a non-dia- 
This i : : : static malt extract (Borcherdt's 
is is specially processed non-diastatic ; 

aaa lized with Malt Soup) alone or with other 
arley ma t extract neutralized with potas- carbohydrates has been very use- 
sium carbonate. Maltsupex promotes the ful in the formula for correcting 
growth and development of aciduric flora in constipation in infants.” Jjomes B. 
the lower tract which aids in producing soft Gillespie, M.D., Proctologic Problems of 
A ° Infants and Children, Ill, Med. Jrl., 

easily passed stools. It's a food nota drug. 94.371, 1949. 
It's unexcelled for preventing hard stools DOSAGE: Babies, from 2 to 2 table- 
when babies change from formula to whole spoonfuls daily in the formula or milk. 
Growing children, 2 tablespoonfuls once 


milk. SEND FOR SAMPLES or twice a day in milk, water or juice. 


BORCHERDT COMPANY, 217 N.Wolcott Ave., Chicago 12, Ill. 
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the place of LIBRIUM in proctology 


The rationale of Librium in the treatment of certain disorders of 
the digestive tract is based on its unexcelled specificity against 
anxiety and tension. Whenever these emotional factors are in- 
volved, Librium may yield highly favorable results — extending at 
times to the somatic manifestation itself. Specifically, Librium 
has been reported useful in the treatment of spastic colon,® 
ulcerative colitis? and pruritus ani.’ A related area of usefulness: 
Librium can allay the anxieties surrounding proctologic examina- 
tions (and treatment) and minor surgery. Librium is particularly 
TUT h ¢10 Me £0) am 0) colod co) (o)-4 (om 0) -Lol die BJ] u(or-M | me ley-s-male) mel (eo) 00M aal-Mey-1a (10) a) 
sensorium, does not cause diarrhea, nausea or constipation. 

Librium studies of particular significance in the area of proctologic disorders: 
1. C. H. Brown, Am. J. Gastroenterol., 35:30, 1961. 2. |. N. Rosenstein and C. W. 
Silverblatt, paper read at Pan American Medical Association, 35th Anniversary 
Congress, Mexico City, Mexico, May 2-11, 1960. 3. M. Merlo and C. H. Brown, Am. 
J. Gastroenterol., 34:625, 1960. 4. D. C. English, Curr. Therap. Res., 2:88, 1960. 
5. H..H. Farb, Dis. Nerv. System, 21: (Suppl.), 27, 1960. 6. L. J. Thomas, ibid., p. 40. 


7. R. C. V. Robinson, ibid., p..43. 8. G. L. Usdin, J. Louisiana M. Soc., 112:142, 
1960. 9. M. E. Smith, Am. J. Psychiat., 117:362, 1960. 
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CLESSHE 
921 4 ROCHE 
x LABORATORIES 


Division of Hoffmann-La Roche Inc. 


LIBRIUM tie tavauizens 








“Alvodine 


Brand of piminodine ethanesulfonate 





An analgesic for 





1. Ambulatory patients. 


Whenever codeine or codeine-aspirin com- 
binations are used, Alvodine taken orally can 
relieve pain better without-dulling mental 
acuity or enervating the patients. 





3. Cancer patients. 


Alvodine produces relief without weakening 
the cancer patient. Alvodine allows patients to 
eat normally, to maintain their strength 

and to continue their day-to-day activities to 
the extent permitted by their disease. 


Before prescribing be sure to consult Winthrop’s 
literature for information about dosage, possible 
side effects and contraindications. 


2.Postoperative patients. 


Alvodine injected parenterally is as potent 
as morphine, but unlike morphine, it permits 


‘patients to remain alert postoperatively. It 


favors early mobilization of patients because 
it is usually not hypnotic. 


Alvodine is the first narcotic analgesic with ac- 
tion approaching “pure” analgesia. It relieves 
pain without producing sedation, drowsiness or 
drugged sensation.* This unique characteristic 
makes Alvodine the most desirable agent for 
pain relief in these three large groups of patients. 


Alvodine Tablets, 50 mg., scored. 

Alvodine ampuls, 1 cc. containing 20 mg. per cc. 
Narcotic blank required. 

Write for detailed information on clinical experience, 
addiction liability, side effects and precautions. 


*In more than 90% of patients 
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*patients requiring high 
or prolonged 
antibiotic dosage 








IN BRIEF \ 


Terrastatin (oxytetracycline with glu- 
cosamine and nystatin) provides the 
established antibiotic dependability of 
Terramycin® plus the potent antifun- 
gal activity of nystatin, which has a 
significant prophylactic action against 
intestinal monilial overgrowth. 


INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiae, spirochetes, large 
viruses, and certain parasites (amebae, 
pinworms), Terrastatin is indicated in 
a great variety of infections due to sus- 
ceptible organisms, e.g., infections of 
the respiratory, gastrointestinal, and 
genitourinary tracts, surgical and soft- 





*women, particularly =| 
during pregnancy 





wherever 
monilial superinfection 
is a particular hazard* 


Terrastatin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


therapy 


7 
4 


*infants 





*debilitated or 
elderly patients 





tissue infections, ophthalmic and otic infections, and many others. 
The added protection afforded by Terrastatin against monilial 
superinfection is especially important for those patients who 
are most likely to be susceptible to the overgrowth of Candida 


albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. 
of oxytetracycline daily in four divided doses is usually effective. 
In severe infections, 2-4 Gm. daily may be indicated. Infants and 
children: 10-20 mg. of oxytetracycline per lb. of body weight daily. 


Science for the world’s weil-being® 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 


| *patients 
receiving 
corticosteroid 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 





* diabetics 








SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic re- 
actions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 
knowncontraindications to glucosamine. 


SUPPLIED: Terrastatin Capsules, 250 
mg. of oxytetracycline with 250 mg. of 
glucosamine and 250,000 units of 
nystatin, bottles of 50. Terrastatin for 
Oral Suspension, each 5 cc. teaspoonful 
of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. 
of glucosamine and 125,000 units of 
nystatin, 60 cc. bottles. 


More detailed professional information 
available on request. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


g® Broad-spectrum antibac- 
terial action—plus the 
soothing anti-inflam- 

matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 











The combined spectrum 9° 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


gos : 

4 ¥® A basic antibiotic com- 
bination with proven 
effectiveness for the 
topical control of gram- 

brand Antibiotic Ointment ‘Positive and gram-nega- |7 
tive organisms. 








Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 





‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 


Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate — 5 mg. 5 mg. 
Hydrocortisone _ _ 10 mg. 





Supplied: Tubes of 1 oz., Tubes of 1 6z., Tubes of 14 oz. and 
¥% oz. and ¥% oz. Y% oz. and % oz. Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 

















POV! 
bring 
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PINWORMS? 





JPOWaN SINGULARLY EFFECTIVE IN A SINGLE DOSE 


pPyevinium pamoate, Parke-Davis) 


POVAN provides a simplified and clinically proved means of 
bringing a common medical problem under control. Through 
its unusual ability to clear most cases of pinworm infection 
with just one dose, POVAN permits this problem to be dealt 
with in a practical manner... preferably on a family or institu- 
tion-wide basis. 


POVAN is well tolerated...readily accepted in both dosage 
forms...and not appreciably absorbed through the gastro- 
intestinal tract. Its single-dose efficacy makes therapy not 
only convenient, but economical as well. 


Supplied: POVAN is available in suspension or tablet form. 
The pleasant-tasting, strawberry-flavored suspension is sup- 
plied in 2-0z. bottles and the tablets in bottles of 25. 





, aD 


The suspension contains pyrvinium pamoate equivalent to 
10 mg. pyrvinium base per cc. The sugar-coated tablets each 
contain pyrvinium pamoate equivalent to 50 mg. pyrvinium 
base. Dosage: Children and adults, a single oral dose equiva- 
lent to 5 mg. per Kg. of body weight. Precautions: Infrequent 
Nausea and vomiting and intestinal complaints have been 
reported. Tablets should be swallowed whole to avoid staining 
teeth. Will color stools a bright 
red. Suspension will stain most | PARKE-DAVIS | 
materials. 








65161 paRKe, DAVIS & COMPANY, Detrod 32, Michigan 
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After pilonidal operations 


and other anorectal surgery 


your patients will appreciate the 


Juller 
SHIELD 


professionally designed for better 
protection, comfort, and reassurance. 


Wide, comfortable waist band 


New hook-style fasteners facilitate use 
in unconscious patients 


Soft, rubberized, protective lining 


Practical universal model fits male or 
female patients, waist sizes 24 to 42. 


Hospital-proven performance in... 


Pilonidal excisions, hemorrhoidec- 
tomies, fistulectomies abdomino- 
perineal resections, other anal and 
perineal surgery. 

The Fuller Shield is made of wash- 
able cotton fabric lined with a soft 
rubberized material; holds dressings 
in place, protects linens and clothing : 7 
in the hospital and at home. Elimi- 
nates “taping” of pilonidals. 





' PHARMACEUTICAL COMPANY 
3108 West Lake Street 
Minneapolis 16, Minn. 

WRITE FOR FREE TRIAL SAMPLE... 
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Surgical procedure 


Chymoral 


cuts healing time in surgical procedures 


The inflammation, swelling and pain that 
follow surgical trauma resolve more 
quickly when Chymoral therapy is em- 
ployed pre- and postoperatively than when 
healing is allowed to take its natural 
course. Chymoral modifies inflammatory 
reaction, dissipates edema and blood ex- 
travasates in the tissues, improves reg- 
ional circulation, and thereby assists the 
reparative functions of the body. Chymoral 
also hastens resolution of inflammation, 
hematoma and edema in accidental trauma 
—fractures, sprains, contusions and lac- 
erations,’4 


Controls inflammation 
curtails swelling, curbs pain 


1. Teitel, L.H., ef a/.: Indust. Med. 29:150, 1960. 2. Billows, B.W., 
et al.: Southwestern Med, 47:286, 1960. 3. Beck, C., ef a/.: Clin. 
Med. 7:519, 1960. 4. Clinical Reports to the Medical Depart- 
ment, Armour Pharmaceutical Company, 1960. 


CHYMORAL 

Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides enzymatic activity, equivalent to 59,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis; in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute inflammation in conjunction 
with standard therapies; in gynecologic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast engorgement; in surgical procedures 
as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitourinary dis- 
orders as epididymitis, orchitis and prostatitis; in dental and 
oral surgery as fractures of the mandible or maxilla, difficult 
or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPATIBILITIES: None known. 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 and 250 tablets. 


ARMOUR PHARMACEUTICAL COMPANY «kankaxee, ILLINOIS * Originators of Listica® 











IN POSTHEMORRHOIDECTOMIES 
NOTHING STOPS SURFACE PAIN LIKE AMERICAINE® 


Americaine is the only topical anesthetic containing 20% dissolved benzocaine. This 
high concentration provides rapid, sustained relief of itching and surface pain of 
hemorrhoids, is ideal in proctology before examination or instrumentation, in post- 
hemorrhoidectomies, and after other surgical procedures. 


relief in minutes ... that lasts for hours 
Americaine Suppositories—the newest member of the Americaine Family—provide 
the same long-lasting relief as Americaine Aerosol and Americaine Ointment. Ameri- 
caine Suppositories relieve pain within 7 minutes... relief lasts as long as 6 hours 
with a single application. Antipruritic, bacteriostatic, fungicidal, water washable—and 
no sensitivities have been reported in published papers including more than 12,000 
controlled patients.!-1! 


By aro 











@ = 


Aerosol—Ointment—Suppositories 





THE AMERICAINE FAMILY 
Americaine Aerosol: For quick, convenient sterile spray application, in 3 oz. 
= R size, and 6 oz. and 12 oz. dispensers. 

. Americaine Clear Ointment: For simple manual application, in 1 oz. tubes, 1 Ib. 
fan and 7 Ib. jars. 
Ors NEW Americaine Suppositories: In boxes of 12. 


Bey References and literature furnished on request. 
's| 





ARNAR- STONE LABORATORIES, INC., Mount Prospect, IIlinois 
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Dulcolax 


the laxative 
witha 





bibliography 





The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


Induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight... with suppositories action occurs 
within the hour. 


Wide Application 

Dulcolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 


568-60 Gap 










This complete Welch Allyn set 
offers brilliant illumination 
without visual obstruction, 

all parts are interchangeable, 
all parts can be autoclaved. 


ASK YOUR SURGICAL DEALER TO SEE WA PROCTOLOGICAL SET NO. 315 | 














If 2 ointments 
contain the same antibiotics, 
how can one be 
more effective? 


... The unique base* of Neo-Polycin releases a greater 
concentration of antibiotic into the lesions. 






Neo-Polycin Ointment 
on right 

conventional grease-base 
ointment on left 


' ® 
Agar incubations show Neo-Polycin Ointment more effective 
against common topical pathogens 


This agar plate, containing Staph. aureus, was incubated for 24 hours at room 
temperature. Note the greater zone of inhibition around Neo-Polycin Ointment 
(right), than around the grease-base ointment of comparable antibiotic content 
(left). Tests on the following pathogens gave similar results: beta hemolytic 
strep., E. coli, Proteus vulgaris, Pseudomonas aeruginosa. Higher concentrations 
of antibiotics released from Neo-Polycin tend to inhibit the growth of relatively 
resistant strains and minimize antibacterial resistance created by sub-effective 
concentrations. 

formula: Each gram of Neo-Polycin Ointment contains 4.28 mg. neomycin sulfate (3 
mg. neomycin base), 400 units zinc bacitracin, 8000 units polymyxin B sulfate. 


*FUZENE “a patented base which is miscible with blood, pus, tissue exudates. 


DIVISION OF THE DOW CHEMICAL COMPANY 
PITMAN-MOORE COMPANY AZ INDIANAPOLIS 6, INDIANA 
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and the 


ine European wa!nut. 


Free delivery anywhere in U.S. 


‘Write for special prices on quantity orders. 





M10 


Gynecologist (M1!) 
Pediatrician (M2) 
Psychiatrist (M3) 


Surgeon (M5) 
Orthopedist (M6) 


Dentist (M9) 
Radiologist (M10) 
Pharmacist (M11) 
Veterinarian (M12) 
Chemist (M13) 





Rain or shine, 


the doctor will enjoy this unique 


BAROMETER DESK SET 


Made exclusively for us by European 
craftsmen, the whimsical figure of a 
physician is handcarved and painted, 
brass-finished barometer — 
made in West Germany — is a pre- 
cision instrument that is fully guar- 
anteed. Base and mounting are of genu- 


Size: 7" high, 7" long. Price: $19.95 


Ophthalmologist (M7) 
Otolaryngologist (M8) 





HANDCARVED WOODEN FIGURINES 


Imported from Europe, these figurines make idear 
conversation pieces, gifts, bridge prizes, and they 
add a note of interest to any home or office. They 
are rich in detail, hand-painted, and stand 7 inches 
high. 


$7.95 each, postpaid. In dozen lots, $7.45 each. 
Please order by number. 


Medical Times 


Overseas, Inc. 


DEPT. PR, 1447 NORTHERN BOULEVARD 
MANHASSET, NEW YORK 


General Practitioner (M4) 











Put the patient 
exactly where you 





want him... 
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SPECIALISTS 
TABLE inode 


sitioning require- 
ments with the 
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5 Hydraulic Tilt Ritter Specialist’s 
Ss Just a touch of Table. And you'll reduce fatigue—in 
7 peak aS the toe raises, : * ; : : . 
lowers, or tilts the table—puts it office or clinic— with Ritter’s easy-to- 
y precisely where you want it. (‘There’s 


also an exclusive automatic Tren- operate power and mechanical assists. 


delenburg Tilt.) . 
S Ask your Ritter dealer to show you how 


Adjust-Ease QW a Ritter Table lets you treat more pa- 
Kneerest NK 
hi} \ 


Positions easily Ww in less time. Or, mail the coupon and 
without removing WY F : 

patient from table—and we'll send full details. 
stays where you want it. (Adjustable 
friction lock heel stirrups, too, for 
GYN examination and treatment.) 





tients, more thoroughly —with less effort, 
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RITTER COMPANY, INC. l 
5712 Ritter Park 
Rochester, N. Y. 


Please rush full information on the 
Ritter Specialist’s Table. 


NAME 








ADDRESS__ 








4 
Medical Division 
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she takes the day in stride without 
anorectal discomfort...thanks to 


® 
To bring severely inflamed anorec- 
tal conditions under control quickly: 
1. First prescribe 


DESITIN HC SUPPOSITORIES 
HEMORRH OIDAL with HYDROCORTISONE 


SUPPOSITORIES *~"*<" 


2. Then maintain comfort with 


WITH COD LIVER OIL _ regular DESITIN SUPPOSITORIES. 


Couples ona DESITIN CHEMICAL COMPANY 
and literature available from 31> Branch Avenue, Providence 4, R. 1. 
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L surgery... .. 


either 








KONSYL 


(100% bulk producing material—for 
the obese patient who needs calorie-free 
medication. 


L. A. FORMULA PLANTAGO 


OUATA 
(Refined Psyllium Hydrophilic Mucil- RAMOINE 
loid with Lactose and Dextrose) —for 
the thin “‘finicky”’ patient who demands 
palatability. 








By mixing with intestinal contents to create a soft-formed 
bland bulk which stimulates normal peristalsis, Konsyl or 
L. A. Formula provide a well formed stool which clears the 
rectum without trauma and with a minimum of peri-anal 
soiling. 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 








in hemorrhoidectomy... 


minor modification of technique 


“Instead of packing the rectum with Vaseline gauze as 
the final phase of the operation, 
a suppository [Anusol-HC] was inserted.”* 


major patient benefits 


“,..an excellent measure for minimizing postoperative 
edema and discomfort.”* 
“Healing...in some patients...appeared to be accelerated.”* 


“Mucosal edema. . . was definitely less severe.””* 
*Ford, C. D. and Prigot, A., Am. J. Proctol. /2:111, 1961. 


ANUSOL-HC 


hemorrhoidal suppositories with hydrocortisone acetate, 10 mg. 


‘and to maintain patient Ye, > 
comfort when steroid ~~ 
therapy is no longer indicated 


ANUSOL , 


hemorrhoidal suppositories and unguent 


Neither Anusol-HC nor Anusol contains anesthetic agents 
which might mask symptoms of serious rectal pathology. 
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INTERNATIONAL ACADEMY 
OF PROCTOLOGY 


THIRTEENTH ANNUAL TEACHING SEMINAR 
April 10, 11, 12, 13, 1961 


Business Sessions — April 8, 9, 1961 
THE DRAKE 
Chicago, Illinois 





Members of the medical profession, whether or not affiliated with the 
Academy, are cordially invited to attend the convention sessions. 
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OFFICERS AND BOARD OF TRUSTEES 


President 
ALFRED L. SOLOW, M.D. 
Boston, Massachusetts 


President-Elect 
LYMAN M. McBRYDE, M.D. 
Sault Sainte Marie, Michigan 


1st Vice-President 
FRANK CIAMPA, M.D. 
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2nd Vice-President 
ENRIQUE GRANDE AMPUDIA, M.D. 
Mexico, D. F. 


3rd Vice-President 
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DAVID CALVILLO AYALA, M.D. 
Mexico, D. F. 


JEROME FORMAN, M.D. 
Chicago, Illinois 
F. JOHN MAHRER, M.D. 
Rome, New York 


ERNEST H. PANASCI, M.D. 
Rome, New York 


CARMEN SCUDIERI, M.D. 
Joliet, Illinois 

JOSEPH K. CATLAW, M.D. 
Jersey City, New Jersey 
PAUL LAHVIS, M.D. 
Gowanda, New York 


OCTAVIO MONTANEZ, M.D. 


Mexico, D. F. 

FRANCISCO PUENTE PEREDA, M.D. 
Mexico, D. F. 

PAUL B. VAN DYKE, M.D. 

Suffern, New York 


CHARLES J. WEIGEL, M.D. 
River Forest, Illinois 


REGISTRATION— All members and guests should register. Identification badges for admit- 
tance to meetings will be given to those who register. These should be worn at all times 
during the session. Registration will take place at the registration desk on the convention 

oor. 


MEETINGS are held on Chicago time and will begin promptly at the time specified. 
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Program 


THIRTEENTH ANNUAL TEACHING SEMINAR 
INTERNATIONAL ACADEMY OF PROCTOLOGY 
Business and Scientific Sessions 
THE DRAKE HOTEL, CHICAGO 





SATURDAY, APRIL 8, 1961 


All Committee Meetings: 


To Begin 11:00 A.M.—Membership Committee 
Editorial and Publication Committee 
Endowment Fund Committee 
Convention Committee 
Program Committee 
Executive Committee 
Nominating Committee 
Budget and Finance Committee 
Research Committee 
Audit Committee 


SUNDAY, APRIL 9, 1961 


10:00 A.M.—House of Delegates Meeting 
1:00 P.M.—Board of Trustees Meeting 


MONDAY, APRIL 10, 1961 


6:00 P.M.—Annual Meeting of the International Academy of Proctology 
—Presentation of Certificates 


FIRST SCIENTIFIC SESSION 
MONDAY MORNING, APRIL 10, 1961 


Chairman: Cuar.es J. WeIcEL, M.D. 
Co-Chairman: F. JoHN Maurer, M.D. 
8-9 A.M.—Registration 
°-10 A.M.—Formal Opening of Convention 
Invocation: Rev. EMMetr T. Recan, Holy Name Cathedral 
Address by President: ALFRED L. Sotow, M.D. 
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10:00 A.M.—1. “Treatment of Anal Incontinence” 


Speaker: HERMAN MILLER, M.D., Chief of Proctology, Haverford Hospital, 
Havertown, Pennsylvania; Associate in Proctology, St. Agnes Hospital and 
Woman’s Hospital, Philadelphia, Pennsylvania. 


10:30 A.M.—2. “Pseud b Enterocolitis” 





Speaker: Horacio R. Cruz, M.D., Surgical Resident, Somerville Hospital, 


Somerville, Massachusetts. 


11:00 A.M.—3. ‘‘Pneumaturia’”’ 


Speaker: Ronatp R. Cross, M.D., A.B., Associate, Northwestern University 


School of Medicine. 
11:30 A.M.—4. “Left Side Colonic Diseases Masquerading as Acute Fulminating Ap- 
pendicitis”’ 


Speaker: Donatp C. Co..ins, B.A., M.D., M.S., F.A.C.S., F.LC.S., F.A.C.C., 
F.LA.P., Assistant Professor of Surgery, College of Medica] Evangelists, 
Los Angeles, California. 


12:00-1:30 P.M.—Luncheon 


SECOND SCIENTIFIC SESSION 
MONDAY AFTERNOON, APRIL 10, 1961 


Chairman: Donatp C. Cots, M.D. 
Co-Chairman: NorMan I. ALBERT, M.D. 


1:30-3:30 P.M.—Round Table Discussion: “Ano-Rectal Diseases” 
Moderator: CaEsaR Portes, M.D. 


Panelists 


1. Manuet G. SpresmaAN, M.D., Associate Professor of Proctology, Chicago 
Medical School. 
“Pectinosis and Fissure-in-Ano” 
2. wear] A. Gussin, M.D., Clinical Associate in Proctology, Chicago Medical 
ool. 
“Crytitis and Papillitis” 


8. Grorce SHropsHeaR, M.D., F.A.C.S., F.LC.S., Senior Attending Surgeon, 
Provident Hospital, Chicago. 
“Fi t 1 -in-Ano” 

4. Carsar Portes, M.D., Assistant Professor of Proctology, Chicago Medical 


School. 
“Postoperative Complications” 


5. Wi11amM LizBeRMAN, M.D., F.I.A.P., F.A.C.G., Attending Proctologist, 
The Unity Hospital, Brooklyn, New York. 
“Hemorrhoids” 
QUESTIONS AND ANSWERS 
3:30 P.M.—5. “‘Lipomata in Colon” 


Speaker: MANUEL E. LicHTENSTEIN, M.D., Professor of Surgery, Cook County 
Graduate School, Chicago. 
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4:00 P.M.—6. “Rectal Hernias Treated on Physiological Bases’ 
Speaker: Henry A. Sprincer, M.D., F.A.C.S., F.LC.S., F.LA.P., Former 
President, International Academy of Proctology. 
4:30 P.M.—7. “Scrotal Abscess and Rectal Fistula Due to Ruptured Appendix” 


Speaker: Ernest H. Panasci, M.D., Attending Surgeon, Rose Hospital, Rome, 
New York. 


THIRD SCIENTIFIC SESSION 
TUESDAY, APRIL 11, 1961 


Chairman: Earu J. HAuuican, M.D. 
Co-Chairman: Francisco PUENTE PerepA, M.D. 


9:00 A.M.—8. “Imperforate Anus in Adult’’ 
Speaker: RicHarp H. Lawtor, M.D. 


9:30 A.M.—9. “Infections Complicating Surgery” 
Speaker: Epwarp J. Krot, M.D., F.I.C.S., F.A.C.G., F.LA.P., Department of 
Surgery, Stritch School of Medicine of Loyola University, Chicago, Illinois. 
Senior Surgeon, Holy Cross Hospital, Chicago, Illinois. 
10:00 A.M.—10. “Surgical Anatomy of the Anorectal Sphincter Mechanism, and _ its 
Clinical Significance” 
Speaker: GeEorcE SHROPSHEAR, M.D., F.A.C.S., F.LC.S. 


10:30 A.M.—11. “*Double Sigmoidoscopy—A New Technic in Rectal Spasm and Stricture” 
Speaker: WiLL1AM LigBERMAN, M.D., F.I.A.P., F.A.C.G., Attending Proctolo- 
gist, The Unity Hospital, Brooklyn, New York. 
11:00 A.M.—12. “Coccygodynia: Past and Present” 
Speaker: Donatp S. Miter, M.D., M.S., Ph.D., Professor and Chairman, 
Department of Orthopedics and Traumatology, Chicago Medical School; 
Attending Surgeon, Cook County and Mount Sinai Hospitals, Chicago. 
11:30 A.M.—13. “The Pathology of Lower Bowel Obstruction” 


Speaker: Geonce J. Ruxstinat, M.D., F.I.A.P., Professor of Pathology, Stritch 
School of Medicine, Loyola University, Chicago, Illinois. Chairman 
Department of Pathology, Holy Cross Hospital, Chicago, Illinois. 


12:00-1:30 P.M.—Luncheon 


FOURTH SCIENTIFIC SESSION 
TUESDAY AFTERNOON, APRIL 11, 1961 


Chairman: Epwarp J. Krox, M.D. 
Co-Chairman: CARMEN ScupiERI, M.D. 


1:30 P.M.—14. “‘Endometriosis of the Intestine” 
Speaker: Joun R. WoxtrFr, M.D., F.A.C.S., Associate Professor of Obstetrics 
and Gynecology, University of Illinois College of Medicine; Attending 
Obstetrician and Gynecologist, Presbyterian-St. Luke’s Hospital, Chicago. 


2:00 P.M.—IL5. “Fecal Impaction” 


Speaker: WaLTeR C. BorNeEMEIER, B.A., M.D., D.A.B.S., F.I.C.S., F.A.C.S., 
Attending Surgeon, Illinois Masonic Hospital; Consulting Surgeon, Resur- 
rection and Alexian Brothers’ Hospital, Chicago, Illinois. 
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2:30 P.M.—16. “Bowel Obstruction Due to Intramural Lipoma” 


Speakers: Joun P. Warrxus, M.D., F.LA.P., Associate Clinical Professor ot 
Surgery, Stritch School of Medicine. 
AntTHony C. Guzauskas, M.D. 


3:00 P.M.-5:00 P.M.—Round Table Discussion: “Diseases of the Colon” 
Moderator: Earu J. Hauuican, M.D. 


Panelists 


1. Donaup C. Coxiins, M.D. 
“Improving the Cardiovascular Risk in Coloproctologic Patients” 


2. Epwarp J. Krox, M.D. 
“Carcinoma of Right Colon” 


8. Joun P. Warrxus, M.D. 
“Carcinoma of Left Colon” 


4. James D. Mayjaraxis, M.D., Associate Professor of Surgery, University of 
Illinois College of Medicine. 
“Diverticulosis” 


QUESTIONS AND ANSWERS 


FIFTH SCIENTIFIC SESSION 
WEDNESDAY MORNING, APRIL 12, 1961 


Chairman: Jacos J. ReicHert, M.D. 
Co-Chairman: Ernest H. Panasci, M.D. 


9:00 A.M.—1l17. “Pruritus Ani—Diagnosis and Treatment’’ 


Speaker: Hanotp M. Spinxa, M.D., Clinical Instructor in Dermatology, Uni- 
versity of Illinois College of Medicine. 


9:30 A.M.—18. “Constipation” 


Speaker: Martin M. KinsHen, M-D., F.A.C.P., Clinical Professor of Medicine, 
Chicago Medical School; Senior Attending Physician, Michael Reese 
Hospital, Mount Sinai Hospital, Chicago. 


10:00 A.M.—19. “Diverticulosis and Hemorrhage from the Colon” 


Speaker: BERNARD Krasner, M.D., Clinical Instructor in Surgery, Boston 
University Medical School; Attending Surgeon of Third Surgical Service, 
Boston City Hospital. 


10:30 A.M.—20. “Three Unusual Lesions Involving the Cecum” 
Speaker: JEROME J. We1nNER, M.D., New York, New York. 


11:00 A.M.—21. “Carcinoid of the Small Bowel. Report of a Case in Meckel’s 
Diverticulum”’ 


Speaker: Franx Crampa, M.D., F.LC.S., F.LA.P., Senior Surgeon and Chief 
of a Surgical Service, Somerville Hospital, Somerville, Massachusetts; 
Visiting Surgeon, Cambridge City Hospital, Cambridge, Massachusetts. 


11:30 A.M.—22. “Chronic Amebiasis and Chronic Diarrheas” 
Speaker: Witi1AM H. Suiaes, M.D. 


12:00-1:30 P.M.—Luncheon 
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PROGRAM 





WEDNESDAY AFTERNOON, APRIL 12, 1961 
Chairman: Joun P. Wairkus, M.D. 
Co-Chairman: Paut Lanvis, M.D. 

1:30-3:30 P.M.—Round Table Discussion: “Ano-Rectal Diseases” 


Moderator: ALFRED L. Sotow, M.D. 


1. Paut Receputo, M.D., F.A.C.A., Instructor in Dermatology, Somerville 
ee 08 Nursing School; Medical Staff, Somerville Hospital and New 
England Hospital, Boston. 

“Pruritus and Mycoses” 


2. ManueEt G. Spresman, M.D. 
“Ano-rectal Abscess” 


8. ALFRED L. SoLow, M.D. 
of “Rectal and Sigmoidal Polyps” 


4. CarMEN ScupiEn!, M.D. 
“Pilonidal Cyst” 


QUESTIONS AND ANSWERS 


3:30 P.M.—23. “Hemicolectomy for Carcinoma of the Left Colon and Rectum” 


Speaker: Peter A. Rosi, M.D., Associate Professor Surgery, Northwestern 
University Medical School. 


a1 4:00 P.M.—24. “Significance of Rectal Bleeding” 


Speaker: Earte I. Greene, M.D., F.A.C.S., Professor of Surgery, Chicago 
Medical School. 


4:30 P.M.—25. “‘Hematologie Aspects of Melena” 
Speaker: StanLey A. LEITHOLD, M.D., Instructor in Medicine, Chicago Medical 
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SECOND ANNUAL POST-GRADUATE SESSION IN PROCTOLOGY 
- THURSDAY, APRIL 13, 1961 

Presiding: Carsar Portes, M.D. 

9:00-12:00—Symposium on Pediatric Proctology. 
on 1. Davin E. Rosencarp, M.D., M.P.H., Instructor Microbiology, Tufts Medical 
2e, School. 


“Genetically-Controlled Diseases of the Gastrointestinal Tract” 


2. Haroip I. Mitzer, M.D., F.A.C.S., D.A.B.S., Assistant Clinical Professor 
of Surgery, Boston University School of Medicine; Associate Visiting Sur- 
geon, Third Surgical Service and Pediatric Surgical Service, Boston City 
Hospital. 

“Review of Pediatric Proctology at the Boston City Hospital” 


8. Curis T. Orconomopoutos, M.D., Royal Victoria Hospital, Montreal, 
ef Canada. 
S; “Low Type Imperforate Anus: The Technique of Perineal Anoplasty” 
4. Orvarn Swenson, M.D., Surgeon-In-Chief, Children’s Memorial Hospital, 
Chicago. 
“Megacolon” 
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DISCUSSION 








12:00-1:00 P.M.—Luncheon 


AMERICAN JOURNAL OF PROCTOLOGY 





THIRD POSTGRADUATE SESSION 
THURSDAY AFTERNOON, APRIL 13, 1961 


1:00 P.M.—26. “Ulcerative Colitis as a Comprehensive Medical Problem” 
Speaker: JoserpH B. Kirsner, M.D., Ph.D., Professor of Medicine, University 
of Chicago. 
1:30 P.M.—27. “Segmental Colitis from a Pathologist’s Viewpoint” 


Speaker: GeorcE W. Curtis, M.D., Chief of Laboratories, Lemuel Shattuck 
Hospital; Associate in Pathology, Harvard Medical School; Associate in 
Proctology, Peter Bent Brigham Hospital, Boston. 


POSTGRADUATE PROGRAM WORK SHOPS 
As part of the International Academy of Proctology Postgraduate Course, the 
Work Shop will be held on Thursday, April 13, 1961, beginning at 2:00 P.M. 


Work Shops Chairman: Georce W. Curtis, M.D. 


This Work Shop will be devoted to Proctologic Pathology, Parasitology, 
and Mycclogy. 


All physicians planning to attend the Work Shop in Pathology are requested, 
if possible, to forward their name in advance to: 


Cuares J. WeIcEL, M.D. 


Program Chairman 
7579 Lake Street 
River Forest, Illinois 
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Beautiful _ Pp rizes 


to those who attend the Thirteenth Annual Convention 


of the 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
The Drake Hotel, Chicago, Illinois, April 8, 9, 10, 11, 12, 13, 1961. 


Each physician's registration card will be numbered. Drawings* will be held 
the night of the Banquet. It is not necessary to attend the Banquet 
to win any one of the following prizes: 


SPEIDEL WATCH BRACELETS 


Desitin Chemical Company, makers of Rectal Desitin Ointment, has contributed two 
of these beautiful watch bands. 


TRAVELING CLOCK 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, has contributed a 
beautiful clock, useful for traveling, bound in a leather case. 


GOLF BALLS 
One Dozen golf balls contributed by Eaton Laboratories, manufacturers of Furacin. 


BEAUTIFUL IMPORTED APOTHECARY JARS 


These fine German Apothecary Jars are perfect for office decoration (if your wife 
will part with them). The American Journal of Proctology, Official Publication of the 
International Academy of Proctology, is donating four of these jars as individual prizes. 


*( fficers and employees of the Academy are not eligible to win any of the above prizes. 
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eS banquet 


OF THE 


J ae ae Academy of Proctology 


WEDNESDAY, APRIL 12, 1961 


THE DRAKE HOTEL 
CHICAGO, ILLINOIS 


COCKTAILS: FRENCH ROOM 6-8 P.M. 
DINNER: GOLD COAST ROOM 8:00 P.M. 
R.S.V.P. 


SUBSCRIPTION 
$12.50 PER PERSON 
DRESS OPTIONAL 


DANCING 
BUD DINWIDDIE AND HIS ORCHESTRA 


ENTERTAINMENT 








